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when 
anxiety~ 
blocks 
therapeutic 
PrOgress ...2%n private practice 


Miltown reduces both overt and covert anx- 
icty levels and helps the patient overcome 
neurotic inhibitions. It improves patient co- 
operation and facilitates productive sessions.! 


in hosprtalized patients 


In hospitalized chronic schizophrenics, 


Miltown produced favorable changes in be- 
havior, reduced anxiety and made patients 
more manageable.* Significant improvement 
was obtained in 749% of 58 patients with anx- 
iety reactions or aflective disorders and in 


40%, of 111 chronic schizophrenics.* 


1. Lipton, A. A.: Effect of meprobamate on patients in 
intensive psychotherapy. Dis. Nerv. System = 79:487, Nov. 
1458. 2. Laird, D. M., Angelo, J. N. and Hope, J. M.: Eval- 
uation of meprobamate (Miltown) in treatment of hospital- 
ized schizophrenic patients. Dis. Nerv. System 78:346, Sept. 
1957. 3. Hollister, L. E., Elkins, H., Hiler, E. G. and St. 
Pierre, R.: Meprobamate in chronic psychiatric patients. 
Ann. New York Acad. Sc. 67:789, May 9, 1957- 


meprobamate (Wallace) 


Supplied: 400 mg. scored and 200 mg. sugar-coated tablets, in 
bottles of 50. Also available as Mirror (yoo mg. 
unmarked, coated tablets, unidentifiable by the 
patient) and as Merrospan* (Miltown continuous 
release Capsules). *TRADE-MARK 


WALLACE LABORATORIES / New Brunswick, N. J. 
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FOR FLEXIBLE 
INSTRUMENTATION 
INCORTICOGRAPHY 


e Completely universal and extendable 
arms and electrodes 


Write for @ Up to 20 electrodes 


descriptive literature 
and prices on: @ Easily removable individual 
ELECTROMYOGRAPHS electrode assemblies 
ELECTROENCEPHALOGRAPHS 
STRAIN GAGE AMPLIFIERS @ Fully autoclavable 
RECORDER PAPER 
ELECTRODES e Spring mounted spherical 


SHOCK THERAPY EQUIPMENT silver electrodes 


MEDCRAFT ELECTRONIC CORP. 


designers and manufacturers of diagnostic 
and therapeutic equipment for the medical pr. 


426 GREAT EAST NECK ROAD, BABYLON, N. Y. 
TEL MOHAWK 9.2637 ADDRESS MAIL TO. BOK) 1006, BABYLON, 
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now... 

long-term tranquilizer 
therapy...without 
parkinsonism-like 
side effects 


TRANQUILIZER-INDUCED PARKINSONISM RELIEVED 
BY ‘KEMADRIN’ 


In the treatment of mental disorders, reduction or discontinuance of ataractie di igs 
because of extra-pyramidal dysfunction is often undesirable since the beneficial phar: 
macodynamic effect is also reduced or eliminated. A number of clinicians report that the 
symptoms of parkinsonism are indicators of the therapeutic effect of the phenothiazine 
or rauwolfia compounds. 


“... Kemadrin has a definite place in the control and managem ont of drug- 
induced parkinsonism. In many cases it appears to be much more effective than 
the currently used antiparkinsonian drugs.” 


Konchegul, L.: The Use of Kemadrin in the Treatment of 
Drug-induced Parkinsonism, M.Ann.of D.C. 27:405 (Aug.) 1958. 


Procyclidine Hydrochloride 
Available as: 5 mg., scored tablets. Bottles of 100 and 1000. 


Complete literature available on request. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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INFORMATION FOR CONTRIBUTORS 


-Manuscripts—The original manuscripts of papers read at the annual meetings of the Association 
should be deposited with the Secretary during the meetings, or sent to the New York office 
promptly afterward. Do not deposit carbon copies. 


Papers read at the annual meetings become the property of the Association. Not all papers 


read, however, can be published in the JouRNAL, and authors wishing to publish in other 
vehicles will first secure from the Editor the release of their manuscripts. 


Papers will not be accepted for the annual program if they have been previously read at other 
meetings or if they have been already published. 


Papers contributed during the year (not on the annual program) should be sent to the Editor, 
Dr. Clarence B. Farrar, 216 St. Clair Avenue, West, Toronto 7, Ontario, Canada. 


Style—Manuscripts should be typewritten, double spaced, on one side of the paper. They must be 
prepared in conformity with the general style of The American Journal of Psychiatry. Retain 
a carbon copy of manuscript and duplicates of tables, figures, etc., for use should the originals 
be lost in the mails. 


names listed as authors should be kept to a minimum, others 
tnote. 


Multiple Authorship—The number 
collaborating being shown in a fe 


> 


Ilustrations—Authors will be ask to meet printer's costs of reproducing illustrative material. 
Copy for illustrations cannot begaccepted unless properly prepared for reproductions. Wherever 
possible, drawings and charts siéould be made with India ink for photographic reproduction as 
zinc etchings. Photographs for }ialftone reproduction should be glossy prints. Illustrations should 
be as small as possible withoyt sacrificing important detail. Redrawing or preparing illustrations 


to make them suitable for ph 


Authors’ Corrections in Proofs 
charged to them. These alteg 
Proper editing of original m 


Tables—Tables should be typed 
material and should be used 


— reproduction will be charged to author. 


rrections, additions or deletions made by authors are to be 


ations are charged on a time basis at the rate of $7.00 per hour. 


nuscript is important to avoid the expense of correction. 


n separate sheets. Tables are much more expensive to set than text 
only where necessary to clarify important points. Authors will be 


asked to defray cost of excefsive tabular material. 


be assembled according to author in a terminal bibliography, 
bers in parentheses. Bibliographical material should be typed in 
lg style for journals and books respectively : 

Reese, H. H.: Am. J. Psychiat., 95 : 271, Sept. 1938. 

on. New York : Grune & Stratton, 1954. 


References—References should 
referred to in text by nun 
accordance with the followi 
1. Vander Veer, A. H., and 
2. Hess, W. R. : Diencephal 


Abbreviations should conform to the style used in the Quarterly Cumulative Index Medicus. 


The American Journal of 
organ of The American Psychi 
the volumes beginning with the 


Psychiatry, formerly The American Journal of Insanity, the official 
tric Association, was founded in 1844. It is published monthly, 
July number. 

Articles appearing in this Journal do not necessarily reflect the official attitude of The American 
Psychiatric Association or of the}Editorial Board. 

The subscription rates are) $12.00 to the volume: 


Canadian subscriptions $12.50 ; foreign 
subscriptions, $13.00, including postage. Rates to medical students, junior and senior internes, 
residents in training during their first, second, or third training year, and also to graduate students 
in psychology, psychiatric socijil work, and psychiatric nursing, $5.00 (Canada $5.50). Single 
issues, $1.25. Copyright 1959 by The American Psychiatric Association. 


Office of Publication, 10 Allen St., P.O. Box 832, Hanover, N. H. 


Business communications, remittances and subscriptions should be addressed to The Ameri- 
can Psychiatric Association, 10 Allen St., P.O. Box 832, Hanover, N. H., or to 1270 Avenue of the 
Americas, New York 20, N. Y. 

Editorial communications, books for review, and exchanges should be addressed to the Editor, 
Dr. Clarence B. Farrar, 216 St. Clair Avenue, West, Toronto 7, Ontario, Canada. 


Second class postage paid at Hanover, New Hampshire 
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remarkable lack of side effects 


In more than 3,000 carefully-followed patients, Mellaril has been 
almost completely free of such major side effects as jaundice, 

extrapyramidal symptoms, Parkinsonism, blood dyscrasia, dermatitis— 
even when given in quantities far in excess of the usual dosage. 


“POVERTY” OF SIDE EFFECTS 

“The most striking aspect of thioridazine [Mellaril] 
therapy is the poverty of side effects....In its lack of 
side effects and low toxicity, it is superior to all other 
tranquilizing drugs tested. For this reason also it is well 
tolerated by patients, particularly those who are not 
hospitalized and who frequently discontinue their medi- 
cation because of dizziness, sleepiness, increased tension 
or parkinsonism with other drugs. 


NEGLIGIBLE SIDE EFFECTS 

“Side effects were negligible at all dosage levels: no 
incidence of parkinsonism or other extrapyramidal 
symptoms. Minimal sedation, on the whole lower than 
with other tranquilizing agents. No alteration in liver 
function, urine or blood. No photosensitivity. Patient 
acceptability was exceptional: lack of drowsiness, leth- 
argy or ‘washed out’ feeling, permitted patients to carry 
on normal everyday activities. Orthostatic hypotension 
was absent. The initial ‘keyed up’ tense feeling common 
to other drugs of this type was absent. ... Patients forced 
to interrupt treatment with other phenothiazine deriva- 
tives because of parkinsonism or other extrapyramidal 
symptoms were able to continue therapy with thiorida- 


zine without appearance of parkinsonism.” * 


SINGULARLY FREE OF SIDE EFFECTS 


“The extrapyramidal syndrome was not encountered in 


THIORIDAZINE HOI 


any of its forms. Dizziness and sleepiness responded to a 
reduction in dosage. Other side effects did not occur.... 
It is singularly free from the side effects ordinarily seen 
with these [phenothiazine] compounds.”* 


ABSENCE OF SIGNIFICANT SIDE EFFECTS 
“None of the following toxic effects, so common after 
administration of the phenothiazines, was present during 
the period of Thioridazine administration: Parkinson- 
ism or Parkinson-like symptoms, photosensitivity. ortho- 
static hypotension, bone-marrow depression.” ! 


MINIMAL SIDE EFFECTS 

“Side effects such as extrapyramidal activity, jaundice 
and photosensitivity have not been observed in patients 
treated with Thioridazine [Mellaril]. Extrapyramidal 
side effects produced by other phenothiazines have 
disappeared promptly with no deterioration in the be- 
havioral response when these patients have been shifted 
to Thioridazine.”® 


NO JAUNDICE 

“No allergic reactions were observed such as skin erup- 
tions, jaundice or agranulocytosis. Central nervous 
system toxicity, as manifested by extrapyramidal effects, 
seizures, and excitement did not occur despite the use 
of high doses (up to 2000 mg.) of the drug.”’® 
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a new advance in tranquilization: 
greater specificity of tranquilizing action plus fewer side effects 


Of 109 phenothiazines synthesized by Sandoz, Mellaril was 
selected as the most promising on the basis of extensive evalu- 
ation. The presence of a thiomethyl radical (S-CH,) in the 
position conventionally occupied by a halogen in other pheno 
thiazines is unique and could be responsible for the relative 
absence of side effects and greater specificity of psychothera- 


peutic action. This is shown clinically by 


1 A specificity of action on certain brain sites in contrast to the 
more generalized or “diffuse” action of other phenothiazines. This 
MELLARIL is evidenced by a lack of appreciable anti-emetic effect. 


PSYCHIC RELAXATION 


DAMPENING OF 
SYMPATHETIC AND inimal suppression of vomiting 
PARASYMPATHETIC ttle effect on blood pressure 
NERVOUS SYSTEM d temperature regulation 


2 Less “spill-over” action to other brain areas — hence, 
absence of undue sedation, drowsiness or autonomic 
nervous system disturbances. 


A notable absence of extrapyramidal stimulation. 


Psychic relaxation ‘ 
one : g suppression of vomiting Lack of impairment of patient’s normal drive and energy, 
parasympathetic i ening of blood pressure while achieving psychomotor control in 
t lati . 
nervous mental and emotional disorders. 


other . Virtual freedom from toxic effects — jaundice, 
a photosensitivity, skin eruptions, disturbed body 
as temperature regulation, blood forming disorders have been 
absent in reports currently available. 


These properties add up to a greater margin of safety in general office practice, 
in ambulatory psychiatric out-patient clinics, and in hospitalized patients. 
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excellent clinical response 


In office practice and in hospitalized patients, Mellaril has proved 
highly useful for a wide variety of major and minor emotional 
disorders (such as anxiety, tension, apprehension, alcoholism, 
agitated psychoneurosis, agitated psychotic states, etc.). 


EXTREMELY SATISFACTORY “.. . produced extremely satisfactory results 


in the broad therapeutic range represented in this series.” * 


POTENT AGENT “... appears to be a potent agent in the symptomatic 
management of a variety of psychiatric states.” * 


MAJOR ADDITION TO THERAPEUTICS “This drug appears to represent a 
major addition to the safe and effective treatment of a wide range of psychological 


71 


disturbances seen daily in the clinics or by the general practitioner. 


AN ACTIVE AGENT “Thioridazine is an active therapeutic agent. . . . 

It is effective in a variety of psychiatric disorders, including schizophrenic 
reactions. . .. The drug is particularly advantageous for a group of schizophrenic 
patients who are sometimes made worse by other phenothiazine 

derivatives or Rauwolfia alkaloids. It should also be suitable for treating patients 


with psychoneuroses and chronic brain syndrome.”’® 


EVEN IN VERY SEVERE CASES “()f the 152 patients treated 25 have been 
released and they have not suffered a relapse. This proportion is significant 

if we stop to consider that we are dealing only with acute cases which had been 
considered hopeless and obviously destined to finish their days in an asylum.”* 


EXCELLENT THERAPEUTIC RESPONSE “Patients with emotional 
tensions resulting from the stress and strain of life... were treated with 
Mellaril at the dosage level of 10 mg. three times daily. 

In 94 such patients, 83 obtained an excellent therapeutic response.” * 
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extremely satisfactory results...” 
in a Clinical spectrum ranging from 
minor nervous disorders to 
severe psychotic disturbances: 


RESULTS WITH MELLARIL 


IN 194 PATIENTS? 


ACUTE PSYCHOTICS 


83% satisfactory effect 


Some cases had complete re- 
mission of symptoms. Most 
were able to return home to 
useful occupations 


CHRONIC PSYCHOTICS 


68% satisfactory effect 


Relief of symptoms in cases 
permitted easier management 
and a return to a more or less 
useful life 


NEUROTICS 


57% satisfactory effect 


Some cases, complete relief of 
symptoms. Other cases, partial 
relief of symptoms. 


RESULTS WITH MELLARIL IN PATIENTS PREVIOUSLY TREATED WITH OTHER TRANQUILIZERS® 


VERY 
DIAGNOSTIC CATEGORY IMPROVED SATISFACTORY SATISFACTORY UNSATISFACTORY 
N 
SCHIZOPHRENIA 
Acute 89 61 28 11 
Chronic paranoid 84.2 31.6 52.6 15.8 
Chronic, other 73.9 21.7 52.2 26.1 
Residual 57.1 9.5 47.6 42.9 
CHRONIC BRAIN SYNDROME 66.6 33.3 33.3 33.3 
CHRONIC PSYCHONEUROSIS 62.5 12.5 50 37.5 
CHRONIC PSYCHOSOMATK 
DISORDE 75 25 50 25 
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a guide to administration and dosage 


Dosage ranges from 10 mg. three or four times a day in 
milder situations to 25 mg. three or four times a day 
for more disturbed patients. In ambulatory psychiatric 
out-patients, dosages of 50 to 100 mg. three or four 
times a day have been found adequate. For severely dis- 


turbed hospitalized psychotics, dosages of 200 to 300 
mg. three times a day may be administered. 

Dosage must be individualized according to the condi- 
tion and degree of response. In all cases, the smallest 
effective dosage should be determined for each patient. 


INDICATION 


USUAL STARTING DOSE 


TOTAL DAILY DOSAGE RANGE 


ADULTS 


Mental and Emotional Disturbances: 


MILD — where anxiety, apprehension 
and tension are present 


MODERATE — where agitation exists 
in psychoneurosis, alcoholism, 
intractable pain, senility, etc. 
SEVERE — in agitated psychotic 
states as schizophrenia, manic 
depressive, toxic psychoses, etc.: 

Ambulatory 

Hospitalized 


10 mg. tid. 


25 mg. t.i.d. 


100 mg. t.i.d. 
100 mg. t.i.d. 


20-60 mg. 


50-200 mg. 


200-400 mg. 
200-800 mg. 


CHILDREN 


BEHAVIOR PROBLEMS IN CHILDREN 


10 mg. t.i.d. 


20-40 mg. 


PRECAUTIONS: Although possessing a unique structure 
and a selectivity of action which broadens its therapeutic 
ratio, the physician should be alert to the possibility of 
untoward reactions in certain susceptible individuals. In 


particular, he should watch for potential hemopoietic 
depression, jaundice or orthostatic hypotension. As with 
other phenothiazines, Mellaril is contraindicated in 
severely depressed or comatose states from any cause. 


SUPPLIED: MELLARIL Tablets, 10 mg., 25 mg., 100 mg. Bottles of 100. 


1. Ostfeld, A. M.: Scientific Exhibit, American Academy of General Practice, San Francisco, April 6-9, 1959. 2. Kinross-Wright, V. J.: Lecture, Clinical 
Meeting, American Medical Association, Minneapolis, Dec. 4, 1958. 3. Kinross-Wright. V. J.: Scientific Exhibit, Clinical Meeting, American Medical Associ- 
ation, Minneapolis, Dec. 2-5, 1958. 4. Cohen, S.: TP-21, a new phenothiazine, Am. J. Psychiat. 115:358, Oct. 1958. 5. Glueck, B.: Scientific Exhibit, American 
Psychiatric Association, Philadelphia, April 27-May 1, 1959. 6. Hollister, L. E., and Macdonald, B. F.: Presented at California Medical Association; Section on 
Psychiatry, San Francisco, Feb. 25, 1959. 7. Remy, M.: Schweiz. med. Wehnschr. 88:1221, Nov. 29, 1958. 8. Freed, S. C., in discussion on Thioridazine (Mellaril) 
in Psychiatric Patients, Hollister, L. E., and Macdonald, B. F., presented at California Medical Association; Section on Psychiatry, San Francisco, Feb. 25, 1959. 
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Vesprin is an agent of established efficacy and demonstrated superiority for the manage- 
YOUR AN SWER MAY ment of psychotic patients. In schizophrenia, manic states, and psychoses associated with 
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FRANCIS J. GERTY, M.D. 


God permitting and by your election I 
have served as your President during the 
past year. Of the honor of the election I am 
sharply aware and highly proud. During 
the year the bearing of the not inconsider- 
able weight of the burdens that go with 
serving in your highest office has yielded 
me great satisfaction. It is the satisfaction 
of knowing that the majority of you had 
the faith, the hope or the charity to be- 
lieve I would bear such burdens at least 
passably well. Today you accord me a 
most special privilege,—that of saying pub- 
licly what I will on any matters related to 
our common work under your great trust 
that what I may say, even though an ex- 
pression of my private opinions, will do 
our Association no discredit. I am humbly 
grateful for the privilege you grant me 
and the trust you repose in me. 

In its content an address made at the 
ending of a term of office seems to divide 
quite naturally into two parts. One part 
concerns comments and projections of 
thought upon the events and developments 
experienced during the period of service. 

The other and, to me, more pressing 
part of my privileged duty today, concerns 
a reexamination and discussion of some 
most important ways in which human rela- 
tionships are involved in connection with 
the enduring principles upon which the 
practice of medicine was founded. The 
particular principles I will hold in view 
are these :—first, the physician should have 
a sufficient comprehension of what is re- 
quired if he would treat the patient ade- 
quately as well as the diagnosable ills from 
which the patient may suffer ; second, that 
while practically it may be necessary, often, 
to depend upon empirical remedies and also 
upon intuitive perception and procedure 

1 Presidential Address delivered at the 115th an- 


nual meeting of The American Psychiatric Association, 
Philadelphia, Pa., April 27-May 1, 1959. 


in the relation of the physician to the pa- 
tient, there should never develop a blind 
dependence upon these means, but rather 
the constant endeavor should be to sub- 
ject empirical and intuitive means of treat- 
ment to as close scientific scrutiny as 
possible to find out the secrets of their 
operation. The condition of our knowledge 
establishes empiricism in the practice of 
our art. The requirement of science is that 
the condition of our knowledge should be 
improved to the end that in the practice of 
our art we will progressively need to ask less 
and less of empiricism and intuition, After 
I finish my review and comment upon our 
organizational happenings of the past year, 
my discussion of this subject will proceed 
on the theme of the physician and psycho- 
therapy. 

Some events worthy of notice now have 
happened during the past year. The out- 
standing ones are the first appearance of 
vice-presidents in the roster of our officers 
in the persons of Doctors William Terhune 
and David Wilson ; the retirement of Doc- 
tor Daniel Blain as Medical Director and 
the assumption of that office by Doctor 
Mathew Ross ; and finally, the occupation 
of the new home of the Association, the 
first which it has owned in the 115 years 
of its history. I have called upon both vice- 
presidents when I could for a readily 
proffered aid. Unfortunately, their duties 
have been poorly defined so far. Very par- 
ticular service to the association amply 
justified their election to office. Doctor Ter- 
hune put together the foundation for our 
new home,—that is, he conducted the cam- 
paign for the dollar foundation, without 
which there would have been no home. 
Doctor Wilson has done much to build the 
foundation for a new part of our or- 
ganization,—the Assembly of the District 
Branches, which more and more is shaping 
the ends of our work. I told Doctor Blain 
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that 1 wished he had picked some other 
time than my term of office to resign, so 
much do I, as I am sure do all of you, 
value the extraordinary worth of what our 
first medical director has done to develop 
American psychiatry through his position 
in The American Psychiatric Association. 
The search for a new medical director was 
a long one which Doctor Malamud and 
Doctor Branch pursued with assiduity and 
to good purpose for it has brought us 
Doctor Mathew Ross, who has glided into 
the stream of our activity smoothly and 
with firm stroke. As to the new home, I 
need say little except that you should visit 
it and discover that large though it may 
have seemed at first, already its busy staff 
finds no excess of room. 

Our increasing membership is a reflec- 
tion of a general public need—it is not an 
accident—nor is it purely an indication of 
our activities in improving treatment serv- 
ices in our specialty. So far we do not 
succeed in meeting the need fully. No 
specialty of medicine is or should be more 
sensitive in responding to this need,—a need 
arising in individuals and in the relation- 
ships of individuals to one another,—than 
ours. 

The membership increase brings special 
organizational problems. We must be care- 
ful that organization does not become our 
most important business. Our chief at- 
tention must always be given to the im- 
provement in our ability to do our pri- 
mary work through every means that we 
can use to promote the increase of knowl- 
edge and to make that increase show as a 
value in application. Scientific discovery 
and education of others in the mysteries of 
our art and science are the things for which 
the chief prizes of recognition should be 
reserved. In small scientific organizations, 
election to office is a principal form of 
recognition. When the organization be- 
comes large, the proneness to use the demo- 
cratic process for all purposes often inter- 
poses a difficulty in the way of according 
recognition for scientific contribution 
through election to office. I would suggest 
that the Presidency might well be given 
sometimes, and not too infrequently, as a 
recognition to our leaders in the fields of 
thought and scientific exploration. Even 
this will not fully serve the purposes of 


according recognition that should be given 
for research, for teaching, and for directing 
organization specifically to such purposes. 
Some of our members have deserved such 
recognition while they were living. The 
processes for granting it are stil] not well 
established. To some our recognition has 
come only posthumously and unofficially. 
One of our past presidents, Doctor Brace- 
land, has suggested that we officially es- 
tablish some means of honoring those who 
furnish the chief sustenance for our growth. 
I join him in expressing the hope that this 
will be done. Organization for organiza- 
tion’s sake will never suit the real ends 
and aims of medicine. 

I have said that the growth of our asso- 
ciation is an index of a public need. It is a 
need which is increasing. I shall not picture 
it in detail. Its bulky outlines must already 
loom before you. The country is moving 
into a period of great population growth. 
It is estimated that the present 179 million 
people in the United States will be 228 
million by 1975, a little more than 15 
years hence. Medical schools are graduating 
a few over 6,800 physicians a year cur- 
rently (the figure for 1955-56 was 6,802). 
The projected plans do not indicate a very 
remarkable increase in this number since 
it is estimated that 8,000 will be graduated 
in 1970-71. For psychiatric treatment this 
deficiency of service is reflected very sadly 
in all states. The facts are so well known 
that I do not intend to restate them. I be- 
lieve that the assumption of deficiency of 
psychiatric service is well enough justified 
that I may now turn to my theme of the 
physician and psychotherapy. 

From its very beginning, even before 
history made the record, the practitioners 
of medicine have had to depend heavily 
on their understanding of human relation- 
ships and of the processes of thought 
and emotion existing within individual pa- 
tients. Intuitive though that understand- 
ing may have been and empirical in its 
application, it has been one of the im- 
portant instrumentalities of treatment. In 
other words, something that constitutes 
the crude ore of psychotherapy has always 
been in use. Like some of the rarer ele- 
ments now becoming known in physics and 
chemistry and being put to use in terms of 
their scientifically known characteristics, the 
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refined elements of psychotherapy are be- 
ing discovered and used. It will be my in- 
tention to point out that medicine must 
become aware of-this,—much more aware 
of it than it seems to be at present and that 
it must be prepared to meet the enormous 
demand which is bound to occur in view 
of the statistical projections which I have 
indicated above. It is already obvious that 
in numerical production of physicians we 
shall be woefully inadequate. This makes 
the adequacy of preparation in view of 
present and impending demands all the 
more important. What can we say as to this 
preparation at the pre-medical level, at the 
pre-clinical level, and at the clinical level ? 

Speaking for the moment only of prepara- 
tion for medical practice in a general way, 
not insofar as specialization is concerned, 
is a progressive and enlightened basic 
preparation for the refined uses of psycho- 
therapy being given ? Are those physicians 
at present in practice, many of whom are 
engaged in the teaching of the coming 
generation of physicians, aware of the needs 
tor psychotherapy and its practical uses in 
the field of medical service ? I do not in- 
tend to labor the point, but my impression 
is that there is still a greater proportional 
preoccupation with physical techniques 
and the application of physical means of 
treatment by them than there should be 
in view of the total picture as to need and 
effectiveness of remedy. Also in medicine 
a somewhat peculiar goal-setting tends to 
deviate teaching in general away from the 
goal of inculcating the best principles and 
practice of psychotherapy. This refers to 
intelligent recognition of the need for it, 
of its relation to other treatment, and of 
its use at least at the minimum level in 
every field of medical practice and at its 
optimum level in many instances. In this 
connection, I shall have to make some 
other observations. One concerns the re- 
markable development of specialization and 
sub-specialization in medicine. Here I re- 
turn to goal setting. 

We know that pre-medical education is 
particularly aimed at getting the student 
admitted to medical college. This may pos- 
sibly be, and I believe it is, often at the 
sacrifice of giving him the preparation 
which he needs, and particularly that prepa- 
ration which he will require if, in his later 


practice, he is going to use the resources 
of psychotherapy judiciously and adequate- 
ly. If the emphasis on having good grades 
in the physical basic sciences has this effect 
in setting the very first of the goals, what 
happens from then on? Is the nature of 
the medical curriculum and the character 
bents and proclivities of the teachers such 
that there will be supplementation for what 
has been left out in the haste to reach the 
primary goal—the admission to the medical 
college ? I doubt that medical curriculums 
are designed very adequately for this pur- 
pose. What, then, is the next goal which 
is set? My experience with medical stu- 
dents would indicate that it is the goal of 
specialization. 

It is true that a considerable number of 
medical students still go into general 
practice. However, medical students are 
becoming aware that the general practi- 
tioner is now a somewhat handicapped 
member of the profession. His handicap 
is evident to him when he seeks appoint- 
ment to a hospital staff, when he con- 
templates how much the illnesses which 
affect any human individual are divided up 
and parcelled out to practitioners of various 
specialties and sub-specialties who know 
their own field and its techniques extraor- 
dinarily well but who almost make a virtue 
of eschewing knowledge of things outside 
their own area of special competence. It is 
this which lays medicine, and not medicine 
alone, but the other learned professions 
open to the charge that they breed modern 
barbarians—persons not entirely ignorant 
because they know something very well, 
intelligent in a highly restrictive and 
technically selective way, so that one 
philosopher (Ortega y Gasset) has referred 
to them, including physicians, too, as in- 
telligent ignoramuses. This is, of course, 
one of the difficulties of setting the goals 
to too special and utilitarian ends ; of not 
setting them to the selection of thoughtful 
men who will use the broad base of knowl- 
edge for the purposes which will serve the 
best overall advantage of the patient. 

It is my thought that the specialty of 
psychiatry is the broadest of all specialties 
in the setting of goals. In this respect it 
should contribute something of essential 
value in meeting an essential need. How- 
ever, this will not be accomplished easily. 
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Though one must acknowledge the im- 
portance of psychotherapy in medical prac- 
tice, from the very beginning the most an- 
cient of all the ingredients in the physi- 
cian’s prescription for the patient because it 
includes the physician himself, one must 
also acknowledge that its teaching and 
gaining acceptance for its enlightened use 
is no easy matter. The obstacles are many 
and there is grave danger that medicine 
may lose it prerogative and privilege as to 
the use of psychotherapy unless there is 
some change in belief, in attitude, in teach- 
ing, and in practice within the fold of medi- 
cine. Some of these obstacles have been 
mentioned, including the preoccupation 
with special technical and practical goals 
and the lack of broad vision in planning the 
curriculums and programs of studies in our 
medical schools. Other obstacles are the 
specialist and sub-specialist character of 
psychiatry as it is commonly known to 
physician and layman alike. As psycho- 
therapy in its modern form is a product of 
psychiatry, this becomes an obstacle to its 
widespread acceptance and use. 

It would be very unwise to represent psy- 
chotherapy as a thing easy to define, easy 
to understand in theory and practice, and 
therefore easy to learn and apply. We 
realize well that it is quite the contrary in 
fact. However, the same observations may 
be made justly about the difficulties in the 
way of full understanding of the scientific 
basis for the use of whole categories of 
physical treatment. Even with reference to 
relatively simple drugs, such as opium or 
aspirin, easy to identify, measure, and ad- 
minister, we know much more about what 
they do than about why and how they do 
it. The applications of knowledge drawn 
from the sciences as they are used in a 
profession and practical art such as medi- 
cine must always allow for a considerable 
measure of empiricism. This does not mean 
that no scientific basis will ever be found 
for what works in practice. Because some- 
thing works or because we reason that it 
ought to work and find it doesn’t should 
be a mandate to try to find out why. This 
applies to psychotherapy. It is well to 
remember this as a support to one’s morale 
when a _ medical colleague, at some 
meeting or, worse still, in the ward of a 
hospital or at a clinical conference with 


students, indicates with some expression 
of bland and quiet agnosticism that the 
foundation for most formally practiced 
psychotherapy is an imagined structure, 
certainly not a truly scientific one. Such a 
critic may use certain therapeutic devices 
quite regularly in his own treatment of 
patients which we would have to classify 
as fitting into the general category of psy- 
chotherapy,—such things as reassurance, 
persuasion, suggestion, or most commonly 
an individually characteristic professional 
manner. These things very possibly actually 
glue together the pieces in the framework 
of his treatment, and still, little question 
or no question arises in his mind as to 
their special nature and origin, their rela- 
tion to himself and to his patient. For him 
these original, most ancient elements in the 
art of treatment operate in an almost 
wholly unconscious manner and of all of 
the elements that enter into his total pro- 
gram of treatment, they alone are excused 
from scientific scrutiny. By this I do not 
mean to say that practically he may not be 
a good doctor but about no other matter 
in his treatment armamentarium would he 
be content to be so ignorant. A skeptic in 
all else he accepts on faith and as a fact 
needing no investigation that somehow he 
has been endowed with the gifts and grace 
that make him a good physician. When his 
remedies and techniques work his faith is 
displaced on to them. His sincere belief in 
the efficacy of his material agents and his 
procedures may work wonders for his pa- 
tients. If his belief is shaken, the wonders 
may cease. 

When I was an intern and resident 
physician, long before the days of specialty 
examining boards and with never a psy- 
choanalyst in town, much less a psycho- 
analytic institute, there was on the attend- 
ing staff of the Cook County Psychopathic 
Hospital, a sincere, skillful, kindly and 
learned physician, thoroughly trained in 
neurology and psychiatry in his native 
Germany at the end of the last century. 
His was one of the largest practices in the 
city. Nevertheless, he faithfully gave much 
more time to charity service and to teaching 
in the hospital than many newly graduated 
residents do nowadays. In his practice were 
many psychoneurotic patients. To him the 
psychoneuroses were physical disorders 
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with mental and emotional manifestations. 
He thought there was some deficiency of 
those usual organic resources of the organ- 
ism which should have been present to en- 
able it to meet life’s stresses. He had three 
sovereign remedies,—one was an organic 
form of iodine, presumably especially ef- 
fective in supporting the activity of the 
thyroid gland ; a second, sodium cacodylate 
by injection, the arsenical content of which 
increased the viability of the red cells; 
and the third, two gradations of strength 
of a sedative mixture to quiet the nerves. 
These two mixtures came to be known by 
his name and were procurable at Sargent’s 
Drug Store under the appellations of Dr. 
X’s mixture Number 1 and Dr. X’s mixture 
Number 2. After his first careful examina- 
tion, his subsequent interviews with pa- 
tients rarely lasted much beyond ten 
minutes but were very effective in main- 
taining results. He inquired as to his pa- 
tient’s symptoms and as to how the direc- 
tions he had given were being followed. 
All was carefully written down. He then 
commented on progress or lack of progress, 
with his statement of the reasons therefore, 
and the explanation and revisions of di- 
rectives until the next visit. Then the sodi- 
um cacodylate was injected and as the 
patient was escorted to the door, the doctor 
would make some such remark as, “My 
boy, you are doing well but you should 
watch how you take your medicine. You 
come back next week.” There is no question 
that his patients benefited greatly from his 
treatment. When the doctor was away on 
his summer vacation, I took his office 
practice for him ;—and I know they loved 
and respected him, and that they felt 
he helped them much. He went to Ger- 
many on a visit, and, as I was then in 
practice, he directed his patients to come 
to my office and supplied me with full in- 
formation as to the management of their 
treatment. While abroad, he died and I 
fell heir to a practice which I lost entirely 
in a short time. Somehow, though [ at- 
tempted scrupulously to honor his memory 
by treating his patients exactly as I knew 
he would have wished and as they were 
prepared to expect, their symptoms grew 
worse and the remedies were without effect. 
The patients had an explanation and it 
was correct, though they didn’t really know 


just how it was correct. They would tell 
me something like this : “No, the medicines 
are not the same. I know you think they 
are but they can’t be. Old Dr. X had some 
secret thing he put into them that he 
didn’t let you or anyone else know. He 
expected to come back and now the secret 
is buried with him.” As the years went on I 
became convinced that they were not far 
wrong in their judgment. He had a secret 
ingredient no druggist could put into a 
prescription. Only he had the power to in- 
clude it and its inclusion was a secret even 
from him. It died when he died. 

It is the favorite complaint of many 
psychiatrists that there is a resistance to 
the teaching of psychiatry and, by and 
large, this means the teaching of psycho- 
therapy and the concepts to which it is 
related such as psychodynamics, psycho- 
genesis, and psychopathology, on the part 
of many non-psychiatric teachers in the 
medical college. When a program of psy- 
chiatric teaching as attempted in coopera- 
tion with another department does not 
work well, the reason is often seen as being 
a kind of sabotaging lip service overlaying 
subversion both conscious and unconscious. 
This reason may apply at times. I am sure 
that instances can be found which will 
seem to justify the conclusion. Nevertheless, 
the fact remains that psychiatry has not 
made its point that psychotherapy is an 
essential ingredient of all medical practice 
and that understanding of the fundamentals 
on which it is based is a necessary part of 
the preparation for all medical practice. 
We cannot, in justice, place the chief blame 
on everyone but ourselves. It must be re- 
membered that, as with the discovery of 
many of the elements in the atomic series 
which have been at work practically in the 
processes of nature since the beginning of 
the world and whose existence and applica- 
tions have been only recently discovered, 
with the elements which enter into psy- 
chotherapy, much of the discovery, and this 
discovery is still in the early exploratory 
stage, has been made recently. There is a 
good deal of resistance among psychiatrists 
themselves to looking into this subject 
without bias ; otherwise, we would not hear 
talk of a medical psychiatry as opposed to 
some other kind of psychiatry. Actually, 
there is no other kind of psychiatry than 
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medical psychiatry. Psychiatry includes 
many elements and a psychiatrist to be 
a complete psychiatrist should have suf- 
ficient knowledge of the nature, mixture, 
and effects of all of these elements. Psy- 
chiatric medicine contains elements which 
are a part of all medicine. 

In this connection, I must again refer to 
the demand created by the public need, a 
demand which is becoming more and more 
apparent as the practice of psychiatry re- 
turns to its proper focus—the individual in 
his proper setting, his own community. Last 
year Dr. Solomon spoke of the impending 
doom of the large state hospital. It may 
be that he is correct though I am still not 
prepared to say that this is the case. We do 
not as yet have means of curing all forms 
of mental disorder. We do have somewhat 
improved means of dealing with the ones 
that at present defeat our best efforts at 
securing really effective treatment results. 
It is conceivable that large hospitals di- 
vided into efficient operating units may 
serve a very useful purpose. Practically, 
we are not in a position to abandom them 
as yet. 

In the survey of every means of treat- 
ment which has been used in mental hos- 
pitals, whether large or small and whether 
the treatment involves hydrotherapy, in- 
sulin, electric shock, tranquilizers, group 
therapy, or the open hospital, one thing 
stands out high as the peak of Mount 
Everest,—every time there has been bene- 
fit, we discern people striving earnestly 
and mightily to help other people, watch- 
ing with interest everything that happens, 
noting above all the patient’s sense of status 
and comfort and the ease and naturalness 
of his relations with other people, his at- 
tentiveness to social requirements and to 
taking his place in the scheme of things 
as do his compeers. These are the principal 
tests by which the success or failure of 
therapy is judged. These tests also suggest 
to us the need for understanding the 
operation of all of the factors which lead 
to the results. These are the factors con- 
cerned with the thinking, the feeling, the 
manners and attitudes as found within the 
patient and as they are related to the think- 
ing, feeling, manners, and attitudes of those 
about him. Extend this kind of thinking to 
all types of medical practice and medicine 


in general will cease to be so much devoted 
as it is now to material and technical pre- 
occupations. The emergence of psychiatry 
from the special psychiatric institution in- 
dicates that a change in direction to the 
community is taking place. We now have a 
private office practice of psychiatry, the 
number of mental health clinics has in- 
creased enormously, more and more general 
hospitals are establishing psychiatric units, 
private mental hospitals are being more and 
more converted into non-profit institutions, 
insurance organizations are slowly but 
steadily giving ground in the payment of 
benefits for mental illness. The psychiatrist, 
as a consultant and as a cooperating practi- 
tioner, is working more and more closely 
with other practitioners of medicine. His 
ideas and methods are surely, even if slow- 
ly, gaining wider acceptance. The defense 
of his methods and his ideas is being under- 
taken more and more readily by a great 
number of people within and outside of 
the medical profession. This being the case, 
he ought to be as well prepared as possible 
to render the services expected of him. 
Therefore, his preparation for practice 
should receive some attention. Some psy- 
chiatrists rather pridefully refer to them- 
selves as organicists probably in reaction 
to other psychiatrists that they regard as 
“too psychoanalytic.” Now, every psychi- 
atrist in some measure should be an or- 
ganicist, but no psychiatrist should aim to 
be exclusively one. He could not succeed 
in that aim. On the other hand, no psychi- 
atrist should be so purely psychologically 
oriented that he is content to give merely 
lip service to the fact that human beings 
are definitely living organisms and affected 
by physical conditions including physical 
means of treatment. 

Part of the resistance to the acceptance 
of psychotherapy and to the grounds upon 
which it rests has been a too theoretical 
exposition of these grounds, often with 
unnecessarily unfamiliar terminology and 
much reference to mythology. Psychopa- 
thology, psychogenesis, psychodynamics, 
and psychotherapy are things not detached 
from the living, physical man. While I feel 
safe in assuming that there is no physical 
disease without its mental and emotional 
components, I am still safer in saying that 
no disembodied psyche ever came into my 


| 
) 
& 
| 
: 
| | 
| 
| 
: 
hg 
| 
‘ | 
bac! 
7 
cng 
- 
= 
; 
‘ 
| 
| 
can 
| 
| | 
: | | 
d 
| 


1959 | 


FRANCIS J. GERTY 7 


office. Common accusations made against 
psychiatrists concerning their attempts to 
present a rational view of psychotherapy 
are that they are too much inclined to 
test their own theories quite subjectively, 
too deterministic in their views, the deter- 
minism being conditioned exclusively on the 
basis of their theoretical concepts and al- 
lowing too little for exceptions, too inclined 
to judge maturity in terms of psychosexual 
development, and to regard all variants 
of behavior as abnormalities. Above all, the 
techniques and methods often considered 
to be of the greatest psychotherapeutic 
significance, and especially orthodox psy- 
choanalysis, are commonly ones that are 
extremely time consuming, expensive, and 
therefore applicable only to a_ highly 
selected group of people suffering from a 
very limited category of psychiatric in- 
dispositions and illnesses. The doctrinaire 
system in fixed form and without modifica- 
will follow the fate of all the special sys- 
tems. It will not find a lasting place in 
medical practice. I think we can count 
upon the fact that medicine will tolerate a 
system in fixed form and without modifica- 
tion for only a very limited period of time. 
It has always borrowed freely from any 
source it chose. This must apply in the 
case of special systems of psychiatric treat- 
ment. It will select from them the things 
that have been proved of value in use. Many 
things often urged as of essential impor- 
tance are adventitia related to but not of 
the essence of psychotherapy as a physi- 
cian must know it and use it. It is a thing 
he must know in its essential characteristics, 
not something he must be loyal to as a 
system of orthodoxy. 

Psychotherapy is not easy to define. 
There may be some individual who feels 
he has defined it satisfactorily. When 
groups of persons skilled in its use and well 
informed as to current theory concerning 
it attempt to define it, the attempts turn 
out to be quite unsatisfactory in the result. 
There are certain describable characteris- 
tics which are generally acceptable. I be- 
lieve that these must be the departure 
points for explorations. 

It is a method which involves communi- 
cation between patient and doctor ; it is a 
method in which feeling and emotion play 
a large part. The object of the communica- 


tion is ostensibly to give the doctor as 
complete, honest, and confidential a view 
of the patient’s interior workings and his- 
tory as it is possible to obtain. This is for 
the purpose of enabling the physician to 
understand the motivations of the patient’s 
internal operations which may be related 
to the production of symptoms. Due defer- 
ence is made to the patient’s need to under- 
stand also but since the patient does not 
have the physician’s experience to provide 
him with criteria and standards of com- 
parison, it is very doubtful that even in 
successful psychotherapy his understanding 
of himself will be very complete. From the 
viewpoint of feeling and understanding, it 
is not a one-sided operation involving the 
patient exclusively. The physician does have 
a requirement resting upon him at the very 
beginning of psychotherapy which, while 
different from that resting upon the patient 
at that time, nevertheless exists and must 
be recognized. The physician will have to 
have objectivity and understanding, not 
only about the process of treatment which 
he is using but also about himself, par- 
ticularly with reference to his own emotion- 
al motivations. This is extremely important 
for he has to guide and control the applica- 
tion of the therapy and the steadiness and 
sureness of his technique here is as im- 
portant as the sureness of the surgeon’s 
technique in the guiding of a knife. Con- 
fidentiality of communication is an essential 
to gaining a clear view. It is also an es- 
sential for allaying the patient’s fears. The 
understanding of the emotional aspects of 
psychotherapy becomes more and more im- 
portant as the therapy proceeds and a 
special emotional relationship is built up 
between the therapist and the patient in 
which the patient practices upon the thera- 
pist and others his habitual and often mis- 
directed behavior while the therapist at- 
tempts to aid the patient achieve better 
behavior. In the process of psychotherapy 
repeatedly there comes to attention the 
importance of the closer, significant human 
relations of the patient’s past and present 
in their bearing upon the patient’s develop- 
ment and conditioning as to behavioral re- 
action in all new relationships. 

There are many pitfalls and dangers in 
applying a therapy based upon such princi- 
ples. Also, the techniques by which it may 
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be learned and the techniques through 
which it may be applied are time consum- 
ing and somewhat complicated. Conse- 
quently, teachers of medicine are often 
inclined to seek short-cut methods which 
will give them a speedy index of what is 
presumably wrong with the patient and 
short-cut methods to correct what is wrong 
effectively and promptly. Unfortunately, 
this cannot be done, at least very often. 
The result may be abandonment of all 
attempts at rational psychotherapy and the 
use of intuitive procedures only. This 
happens in spite of the fact that, as I have 
stated repeatedly, the physician-patient re- 
lationship, the importance of the physician 
as a person in the patient’s eyes, have al- 
ways been recognized in medicine as being 
of transcending importance. This alone 
would seem to indicate that the relation- 
ship implicit here deserves intensive and 
intelligent exploration. 

Should medicine ignore the obligation 
to study the scientific basis for psycho- 
therapy and all that is implied in the study 
of this scientific basis, then that study and 
the applications deriving from it will be the 
work of others not medically trained. Psy- 
chologists have been engaged in research 
in this area for some time. Some of our 
states have licensed clinical psychologists 
for the practice of psychotherapy. The most 
ancient ingredient of the medical prescrip- 
tion, the mother ore of psychotherapy, is 
being refined for use as a modern, rational 
psychotherapy. How much of the refining 
and how much of the use of the refined 
product will be the task of others than 
physicians remains to be seen. When the ef- 
fectiveness of a remedy in treating human 
ills is clearly evident, medicine never fails 
to appropriate it. This furnishes the chief 
assurance that psychotherapy will remain 
in the province of medicine. There was a 
day when leading obstetricians scoffed at 
the idea that puerperal fever was carried 
from patient to patient on the hands of 
the accoucheurs. In the light of evidence 
opinion and practice had to be changed. 
The evidence as to the scientific respecta- 
bility and practicality in application of 
modern psychotherapy is beginning to be 
appreciated. 

Intensive study of psychotherapeutic 
procedures and of their results is going on 


in many research institutes. The problem 
of establishing scientifically valid controls 
and methodology is obviously difficult. 
Psychologists are contributing no small 
share to these investigations. For the third 
successive year the Hofheimer Award of 
our own American Psychiatric Association 
has been given by an_all-psychiatric 
jury to a psychologist. In the field of prac- 
tice, clinical psychologists are no longer 
content to engage only in diagnostic test- 
ing. They wish to practice psychotherapy 
and they do, under medical supervision and 
without it. Its nature and quality are open 
to question. Psychologists, themselves, as- 
sert this to be the case and state that it is 
one of their reasons for seeking some meas- 
ure of legal control through certification or 
licensure laws. Meantime, physicians, in- 
cluding the psychiatrists, are unable to meet 
the demand for giving psychotherapeutic 
aid to patients in the office, the clinic, the 
hospital. If the psychologist offers his serv- 
ice to an overcrowded and understaffed 
state hospital, it is vain to protest unless one 
is able to provide something better. On the 
contrary, this aid is often welcomed,—and 
by the psychiatrist. Usually in the medical 
institute and clinic this is the case. The 
issue which exists between physicians, and 
at this moment the physicians are chiefly 
psychiatrists, and clinical psychologists 
concerning the practice of psychotherapy 
will not, in my opinion, be settled satis- 
factorily along organizational and political- 
legalistic lines. License to practice medicine 
came only after experience had demon- 
strated the values of medical treatment and 
the need for qualification through medical 
training and experience to deserve that 
licensure. License is a right only in a 
limited sense. It is a privilege earned. The 
physician must never be in the position of 
fighting a privilege which may possibly be 
accorded to others on the ground that it is 
his exclusive right to enjoy that privilege. 
Licensure laws are based on the principle 
that the citizens of the state are the ones 
to be protected. They grant rights to those 
licensed in view of this and they place 
certain obligations and responsibilities upon 
the licensee as to special preparation for 
rendering a type of service. The license 
may be for a limited kind of service or it 
may be a broad license. The license to 
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practice medicine is a broad one. It is the 
result of a long process of growth of the 
medical tradition. It presupposes a code 
of ethics, and a broad-based understanding 
of everything involved in the causation and 
treatment of human illness. It is an ex- 
tensive license because it also presupposes 
that the profession of medicine will ensure 
that its practitioners are the best prepared 
in their day and age to offer the best that 
can be offered to fight the ravages of ill- 
ness. No other license in the field of treat- 
ment is as extensive as ours. The obligation 
is upon us to bear the responsibilities en- 
tailed in licensure as well as to enjoy the 
privileges. Understanding of the scientific 
basis of psychotherapy will require con- 
tinued experience in application and in- 
tensive research. I am sure that within the 
field of medicine we shall give it just this 
which it requires. I cannot believe that 
treatment can be divorced from the full 
resources of diagnostic procedure. These 
procedures involve the body and the mind 
whether either the body or the mind seems 
to be sick. That psychotherapy can be 
given effectively without due consideration 
to the full basis for training in diagnosis 
does not seem reasonable. It is true that 
it may be delegated to others as a technical 
procedure but, if it is, we do not escape 
our obligation to the patient to see that 
it is properly managed and supervised. It 
cannot be a matter of “you do that and 
I'll do this,” a partitioning of practice in- 
volving divorcing of responsibility. It is 
difficult for me to understand how a physi- 
cian who feels himself incompetent to 
evaluate the need for psychotherapy except 
on grounds of exclusion of presently exist- 
ing physical illness and who wishes no 
acquaintance with its techniques can give 
adequate supervision of psychotherapy to 
one he asks to render the technical service. 
He would be in a better position to do so 
if he possessed a goodly measure of the 
knowledge of psychotherapy, of the foun- 
dations upon which is rests, the indica- 
tions for its use, and the controls which 
should be applied to it. Psychotherapy has 
a place in the armamentarium of the physi- 
cian. It is not to be taken for granted as 
being a natural characteristic or gift of a 
physician consisting only of such things as 
intuitive perceptiveness, an ability in hearty 


reassurance, persuasive argumentativeness, 
facility at suggestion, opportunistic manipu- 
lation, bedside manner, or parade of 
scientific knowledge at the head of a 
military-like procession as medical rounds 
are made, Such things may often appear 
impressive. They do have their effects— 
sometimes good, sometimes bad—but they 
do not truly justify the name of psycho- 
therapy as a physician should know it in 
this day. I will not pretend that anyone 
understands fully arid completely any of 
the operations of the human organism and 
that anyone has finally and completely 
perfected any treatment procedure. This 
statement applies in the case of psycho- 
therapy as it does to other therapy. At this 
time there is available much information 
and understanding of what psychotherapy 
involves. This information and this under- 
standing should be possessed in its general 
form and be used intelligently by everyone 
who merits the name of physician. Full 
medical service to the sick of the land 
requires this. Medical education should ac- 
cept the obligation of providing it. 
Medical practice, the treatment of the 
sick, has been built about two things, the 
knowledge and understanding of human 
beings,—body and mind, and the unique 
characteristics of a physician-patient rela- 
tionship. All else, the material agents and 
the procedures for their use have been 
added to the essential nucleus. These added 
things may change very much from age to 
age. The essential center remains from age 
to age. This center may be looked upon as 
the mother ore for psychotherapy. Thus, 
psychotherapy is to be accepted as an es- 
sential element of all medical practice. To 
be of most use the ore needs benefit of the 
most scientific refining possible. This is a 
task to which psychiatry has set itself and 
from which all medicine should profit. There 
is an increasing need for rational psycho- 
therapy and the mandate is for medicine 
to supply it. No other kind of professional 
practice so fully encompasses the mortal 
requirements of the body—mind—soul en- 
tity known as man when there is sickness. 
Goal setting in medical education should 
be determined in the future much more by 
these considerations than it has been in the 
past. All physicians, regardless of the 
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specialty they practice, should have utiliz- of technical subspecialization. A movement 
able knowledge of psychotherapy. This toward such results is necessary if the 
should result in elevation of the status of physician is to remain in a position of 
the general practitioner and in deemphasis public respect and professional prestige. 
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A SKETCH 
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He is at home in any society, he has common ground with every 
class ; he knows when to speak and when to be silent ; he is able 


to converse, he is able to listen . 


. . he is a pleasant companion 


and a comrade you can depend upon. 


Trotter in his biographical sketch of 
John Hunter declared it idle for the com- 
mon man to try to explain the successes and 
failures of greatness but he conceded that 
it was not presumptuous to examine the 
circumstances of an individual's life for 
light upon his career and accomplishments. 
As we examine the life of Francis Joseph 
Gerty, we appreciate that his heritage and 
early circumstances give eloquent and 
prophetic testimony of his future accom- 
plishments and the manner in which he 
would receive honors and undertake the 
tasks entrusted to him. 

It is possible to follow the weddings and 
peregrinations of the Gerty forbears back 
through the seventeeth century. There 
were Spanish and French and French Ca- 
nadians, and an ever so generous admixture 
of Irish among them. We find them settled 
in Chicago long before Mrs. O’Leary’s cow 
had her disastrous encounter with the 
lamp. The marriage of Frank K. Gerty and 
Josephine Vincent Gerty, was graced by 5 
children and Francis J. the eldest, was born 
November 17, 1892. A younger brother, 
A. Vincent Gerty, a Fellow of The 
American Psychiatric Association, and one- 
time superintendent of the Los Angeles 
County Psychopathic Hospital, is presently 
practising psychiatry in Pasadena, Calif. 


BACKGROUND 


Gerty, pére, an alumnus of the University 
of Illinois, was a school master, dedicated 
to his calling. After he was promoted to an 
administrative post he continued his educa- 
tional work by tutoring immigrant boys 
and also held educational court in his home 
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on week end evenings. His son Francis was 
one of the beneficiaries of his love of peda- 
gogy and before the boy had finished 
grammar school he had acquired from his 
father a basic knowledge of literature and 
mathematics, an understanding of what and 
how to study, and most important of all 
he learned the love of books, a priceless 
gift he was always to cherish. 

From a gracious mother the Gerty chil- 
dren learned many things, among them the 
virtues of basic friendliness and kindness 
and also they were taught en route by pre- 
cept and example that most obstacles could 
be overcome. Though there was a consis- 
tent serenity in the maternal make-up, there 
was also a determination that her children 
should succeed as individuals, as well as 
acquire an education. Fortunately she 
lived to see these aims accomplished. 

There are many stories of the young man 
agrowing, too numerous to mention here. 
There were various jobs, hobbies and en- 
terprises ; one of the latter might have had 
prognostic value. While serving as a de- 
livery boy at the age of 13, he figured out 
a way to ride trolleys all over Chicago by 
a judicious use of transfers for only one 
nickel! Seemingly he was fitted for a 
financial career. 

Graduating from the Chicago Public 
Schools in 1906, Englewood High School 
in 1910, Chicago Teachers College in 1912, 
the youth launched on a teaching career 
in the Chicago schools in the family tradi- 
tion. He taught first in the grammar grades 
but later changed to the vocational arts 
for two reasons, one, the love of doing 
things with his hands, and two, the voca- 
tional job paid better by far. Also, by now 
he had decided that medicine would be his 
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career and all additions to his treasury 
would be welcome. 

Along with teaching, there was further 
graduate work—mechanical drawing and 
woodwork at Lewis Institute and languages 
in the University College, then pre-medical 
work at the University of Chicago followed 
by enrollment in Loyola University School 
of Medicine. There he received his M.D. 
in 1921, having acquired a B.S. en route. 
Internship at Cook County Hospital fol- 
lowed and then a license to practice medi- 
cine in Illinois. It was the custom in those 
days for Chicago medical schools to grant 
the M.D. degree only at the end of the first 
year of internship. 


PSYCHIATRY 

Midway through his internship in June, 
1921, Dr. Gerty was assigned to Cook 
County Psychopathic Hospital. This institu- 
tion had an excellent attending staff. Clar- 
ence Neymann was the superintendent and 
the resident physician was a man later to 
become distinguished in another field. First 
the position of resident physician fell va- 
cant and Gerty was elected to fill it. Then 
in June of 1922 Neymann resigned and by 
unanimous action of the attending staff 
Dr. Gerty was elected County Physician 
and Medical Superintendent of Cook Coun- 
ty Psychopathic Hospital. He took the job 
intending to stay only a short time, but 
remained for 19 years. 

It was a difficult task that the new super- 
intendent faced and one certain to try his 
capacities. He set about to correct some 
obvious deficiencies and before long he had 
antagonized a covey of the inadequate who 
regarded their positions as sinecures. They 
appealed to the politicians and precipitated 
an investigation of the hospital. 

The hearings began the day before 
Thanksgiving in 1923 and dragged on until 
Christmas. All day, every day he spent in 
the hearing room. Newspaper headlines de- 
tailed charges malevolently inspired. It was 
ordeal by politics and by innuendo; but 
Dr. Gerty emerged from the trial complete- 
ly exonerated and with a host of new 
friends and admirers. Looking back at it, 
this bit of adversity was a benefit, for it 
brought with it a period of searching re- 
flection. Also, the firmest friendships are 


formed in adversity, as iron is most strong- 
ly welded by the fiercest fire. 

When nature intends to try out an in- 
dividual upon whom she has designs for 
the future, she not infrequently strips him 
of flatterers but gives him a source of genu- 
ine help which will inspire and sustain 
him. In Dr. Gerty’s particular case this in- 
spiration and help arrived in the form of 
a lovely young lady, a nurse, Ursula Mit- 
chell, a capable, friendly, delightful girl 
of solid background and born in Kaukawna, 
Wisconsin. They were married on Decem- 
ber 21, 1922. Four children were born to 
the marriage : John, a research engineer ; 
Mary, who attended the University of Il- 
linois; Helen, a graduate student; and 
Frank, at present an undergraduate in col- 
lege. There are 5 grandchildren. 


PROFESSORSHIP 


In 1923 Dr. Gerty began to teach psy- 
chiatry at Loyola, and in 1930 he was ap- 
pointed Professor of Psychiatry and Chair- 
man of the Department. He held this 
position until 1941. Academic teaching in 
those days was done without recompense 
of any kind except the knowledge of the 
contribution one was making. He therefore 
saw patients in private practice after hours 
three times weekly, not only to supplement 
his income, but also because he loved it 
and it furnished a discipline which he felt 
all psychiatrists needed. 

Upon the death of Dr. Douglas Singer, 
Dr. Gerty in 1941 was elected Professor and 
Chairman of the Department of Psychiatry 
at the University of Illinois and Director 
of the psychiatric division of the new neuro- 
psychiatric Institute. He succeeded in de- 
lineating and stabilizing the educational 
aspects of the organization and also in 
having time allotted for the teaching of 
psychiatry in each of the 4 years of the 
medical school curriculum. This was no 
small accomplishment for those particular 
times, nor for any time for that matter. 

To become an able man in any profes- 
sion, Aristotle tells us, three things are 
necessary : nature, study, and practice. It 
was soon evident that Gerty possessed the 
first and in due course accomplished the 
other requirements. He brought to the 
Illinois chair an eclecticism and breadth of 
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vision which boded well for its future de- 
velopment. He was eclectic in the pristine 
sense and with every good inflection with 
which that term can be endowed. Though he 
was averse to “schoolishness,” he respected 
the rights of other individuals to pursue any 
phase of the psychiatric discipline that ap- 
pealed to them. A list of the excellent men 
he appointed to his staff would reveal rep- 
resentatives of every shade of psychological 
and physiological leaning. With the skill of 
an orchestra leader, Gerty brought harmony 
out of the valuable contributions of this 
group, contributions which under other 
circumstances might have produced only 
discordant notes. In doing so, he gave un- 
stintingly of himself. Though his academic 
and hospital work, coupled with practice 
several evenings a week, kept him exceed- 
ingly busy, his colleagues noted that he 
always seemed relaxed and unhurried. As 
in his Cook County experience, he was well 
above any of the political hurly-burly to 
which his various positions might have ex- 
posed him. Though not an analyst, he was 
elected a Trustee of the Institute of Psy- 
choanalysis and his advice and assistance 
were sought at intervals. This in itself was 
tribute to the respect and affection in which 
he was held. 

There was no question about his popu- 
larity as a teacher. His residents were ex- 
posed to a consistent, demonstration of 
solid learning and acumen. In his decep- 
tively simple, down to earth examination 
of patients, his kindly understanding and 
gracious conduct toward them he could 
not help but make a lasting impression upon 
young men. As one of his capable col- 
leagues has said : “He believes in people ; 
his conduct with them is simple and un- 
assuming, with none of the formalization 
and ‘hifalutin’ theorizing which has charac- 
terized so much of psychiatry in the last 
several decades. He is a clinician and a 
teacher of the highest order. His strength 
stems from a kind of security and tran- 
quility which he seems to achieve for him- 
self in relation to values. Problems seem to 
be viewed from a height where the minor 
flurries in a person’s adjustment curve are 
ironed out.” 


WHAT MANNER OF MAN IS THIS ? 


His home is mute testimony to his inter- 
ests, for there are books and more books. 
Like several famous clinicians before him, 
he tends to read and write in bed. He also 
collects maps and old prints and among the 
books there are many rare and first editions. 
He is a veritable storehouse of information 
about one of his great loves, Chicago. With 
his youngest son, he would on earlier oc- 
casions explore and map out the old bed 
of the original channel of the DesPlaines 
River, about all that is left of the Chicago 
portage which was traveled by Marquette, 
Joliet, Hennepin, LaSalle, Charlevoix and 
others. This portage, he tells us, had a 
great influence upon the opening of the 
west. His historical interest also embraces 
northern Illinois. His bride early in her 
married life would sit in the car and wait 
while he surveyed a fort or a battlefield for 
hours. He believes, with the philosophers, 
that history teaches everything, even the 
future. 

Among his book treasures is to be found 
an enormous amount of material bearing 
upon medicine in the mid-west. He has 
many of the first editions of S. Weir 
Mitchell and Oliver Wendell Holmes and 
probably complete sets of the works of 
both physicians. There are numerous early 
works on psychiatry and medicine—the best 
of it all, his friends say, is that he has read 
and is conversant with all of these volumes. 

We have mentioned the delight which 
Francis Gerty took, and still takes, in work 
with his hands. There are family stories of 
radios made from oatmeal boxes and vari- 
ous other ingenious products. He worked 
intermittently at building his library with 
oak which was salvaged from a country 
store ; it was quarter sawed oak, whatever 
that is, but, anyhow, he was delighted with 
it. He has never gotten over his desire to 
repair and to build things. His basement is 
filled with tools and equipment—neighbors 
know where to go when they want to bor- 
row something—he has a veritable hard- 
ware store. He builds flagstone fences ; 
then changes them about or rebuilds them. 
He fills one tool shed ; then builds another. 
He has had less and less time for this in 
the past ten years, but he continues to hope. 
This year, while President of two national 
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bodies and with numerous demands upon 
his time, he is superintending the building 
of a new house, mostly, his good wife states, 
in absentia. 

Dr. Gerty’s public activities embrace all 
of the advisory psychiatric positions to the 
Illinois authorities, the most recent being 
that of Chairman of the Illinois Psychiatric 
Council. Also he holds appointments on the 
Psychiatric Training and Research Au- 
thority of Illinois, a statutory body and the 
first of its type. His hospital appointments 
start back in 1923 and include Mercy, Uni- 
versity, St. Lukes, Hines, Cook County, and 
now the Chairmanship of the Department 
in the new Presbyterian-St. Lukes Hos- 
pital. 

It is interesting that, except for an oc- 
casional excursion into A.M.A. tasks and as 
a consultant to the New Mexico state 
hospitals, most of his work had been kept 
within the confines of his native state until 
the late forties. It was not until the years 
following World War II that he began to 
appear regularly with the national bodies. 
Soon it was established that when there was 
a difficult task to be performed, one sought 
Dr. Gerty to do it, whether it concerned 
the introduction of an orator whose words 
would be sure to cause unrest, or the dis- 
cussion of the paper of an individual who 
was controversial. As chairman of a com- 
mittee to evaluate the role of psychoanaly- 
sis in psychiatric training in the Cornell 
Conference, he distinguished himself by 
his statesmanlike conduct of an inquiry in- 
to a subject which needed expert and care- 
ful examination and won national repute. 
He was in demand for all types of duty. 
The Group for the Advancement of Psy- 
chiatry, the Section on Nervous and Mental 
Diseases of the A.M.A., the Central Neuro- 
psychiatric Association, the Advisory Coun- 
cils of the U. S. Public Health Service and 
the Veterans, the American Board of Psy- 
chiatry and Neurology, chairmanship of 
the Committee on Medical Education, the 
Council, then President-elect and then 
President of The American Psychiatric As- 
sociation, plus the Presidency of the Ameri- 
can Board of Psychiatry and Neurology at 
the same time. To all of these tasks he lent 
his wise judgment and dedication and he 
won the respect and admiration of his col- 


leagues. In the search for biographical data, 
while people were questioned whose be- 
liefs diverged widely from his, none was 
found who did not pay high tribute to him 
as a physician, teacher, administrator, and 
as a man. One noted colleague from a 
foreign land, whom Dr. Gerty had be- 
friended, noted how skillfully he protected 
his researchers from political interference 
and secured funds and opportunity for them 
to carry on their work. He says : “The way 
he ‘kept’ his scientists reminds me of the 
Medicis who gave every possible support 
to the artists they engaged but left them 
free to work according to their own fan- 
tasy. There is something in this man’s char- 
acter that resembles the great figures of the 
Renaissance.” 

Dr. Gerty belongs to all of the important 
local and national medical and psychiatric 
bodies. He was elected to AOA, Sigma Xi, 
and Blue Key, all honorary societies. His 
publications run the range from those done 
in collaboration with G. W. Hall in 1923 on 
Folie &@ Trois and in 1927 on General 
Paresis, to those in 1957 on Biochemistry of 
Schizophrenia and on the Individualization 
of Treatment in the Aging. Between these 
there are numerous publications on history, 
on the civil law, on phosphorus metabolism 
—even one, belive it or not, on the Clinical 
Effects of Moonshine Liquors, done for the 
Public Health Journal. 

Dr. Gerty is a devout man, secure in his 
own beliefs and completely respectful of 
the presence or absence of belief in others. 
In 1957 he was honored by Pope Pius XII 
and was made Knight of St. Gregory the 
Great. In the same year Loyola University 
awarded him the degree, Doctor of Science, 
Honcris Causa. Among the finest of things 
are those which point out that he is a family 
man, with a deep love for his wife, his 
children, his home, and his friends. 

Perhaps the statements of two men of 
widely divergent viewpoints, neither of 
whom is given to flattery or hyperbole, will 
typify the regard in which Francis Gerty 
is held by persons of all persuasions. One, 
an internationally famous psychoanalyst, 
says of him: “All in all he is a liberal in 
the best sense of the word. Extremely aware 
of and resistant to any undue infringement 
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on the spiritual freedom of the individual, 
without being a rebel in the least, he is a 
leader par excellence.” The other, a dis- 
tinguished neurologist and neurosurgeon, 
says : “His devotion to the public cause, at 
great sacrifice to himself, is a matter for 
emulation on my part. It will be a sad day 
for psychiatry in the State of Illinois when 
he disappears.” 

It has been said that the great lesson of 
biography is to record man at his best and 


that a noble life put fairly on record acts 
as an inspiration to others. In the case of 
Francis J. Gerty this is certainly true. Those 
of us whose privilege it has been to work 
with him and to watch him skillfully han- 
dle difficult situations with consummate 
kindness and tact realize that he is strong 
because “he has the repose of a mind which 
lives in itself while it lives in the world 
and which has resources for happiness at 
home when it cannot go abroad.” 
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HUNGARIAN REFUGEES: LIFE EXPERIENCES AND FEATURES 
INFLUENCING PARTICIPATION IN THE REVOLUTION AND 
SUBSEQUENT FLIGHT* 


LAWRENCE E. HINKLE, Jr., M.D., FRANCIS D. KANE, M.D., 
WILLIAM N. CHRISTENSON, M.D. ann HAROLD G. WOLFF, M.D.’ 


During the period from December, 1956 
through September, 1957, 69 Hungarian 
refugees were interviewed, examined, and 
observed at the research facilities of the 
Human Ecology Study Program, in New 
York.* The group of informants was care- 
fully chosen to include students, scientists, 
members of professions, intellectuals, 
skilled and semi-skilled workers and adoles- 
cents, whose motives and behavior were 
of special interest because of the leading 
role that such people had taken in the 
Revolution of October, 1956. Only a few 
former landowners and members of the old 
middle class were included. Some of those 
studied had held positions of trust and re- 
sponsibility in the Hungarian Communist 
State, and had been favored members of 
the society. Many had been acceptable to 
the Communist Party, and had been asso- 
ciated with its ancillary activities, although 
they were not actually party members. In 
order to have data from former Party mem- 
bers also, some of the staff of the Study 
Program went to Great Britain in the sum- 
mer of 1957, where they tested, inter- 
viewed, and examined 7 additional refugees 
who had been active Communists, some 
of whom considered themselves still to be 
so 


The goal of the investigation was to 
determine, as far as possible, the factors 
that had had an important influence upon 
the behavior and health of these Hungari- 
ans. It was, therefore, a study of individu- 


1 Read at the 114th annual meeting of the Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 1958. 

2 From the Study Program in Human Health and 
the Ecology of Man, Departments of Medicine and 
Psychiatry, New York Hospital-Cornell Medical Cen- 
ter, New York, N. Y. 

3 Among those who participated in these studies 
were Eva Bene, Ph.D., Sandor Borsiczky, M.D., 
George Devereux, Ph.D., William J. Grace, M.D., 
Ari Kiev, Mania H. Nagy, Ph.D., Thomas J. O'Grady, 
Jay Schulman, M.A., Richard M. Stephenson, Ph.D., 
and William N. Thetford, Ph.D. 
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als, rather than of the group as a whole, 
and our conclusions are chiefly pertinent 
to the behavior of these individuals ; how- 
ever, some of them undoubtedly have a 
wider general applicability. 

The investigation was based upon the 
hypothesis that the behavior of a man is 
determined by his constitutional charac- 
teristics, his cultural background, his posi- 
tion in the society in which he lives, his 
developmental experiences, his later life 
experiences, and his total life situation as 
this is perceived by him. The procedures 
were designed to gather data in each of 
these areas. They included an assessment 
of the constitutional characteristics of each 
informant, a careful and extensive chrono- 
logical life history, a detailed history of all 
of his illnesses, interviews with sociologists, 
psychiatrists, and a cultural anthropologist, 
a series of psychological tests (including 
the Rorschach, Wechsler-Bellevue, TAT, a 
projective questionnaire, and a sentence 
completion test), a physical examination 
and a period of observation during an in- 
formal evening’s entertainment. The whole 
investigation required two days of each 
informant’s time. Each became a source of 
information about the attitude and behavior 
of the groups of which he was a member, 
as well as about his own behavior during 
his lifetime. 

A good deal of effort was focussed upon 
an attempt to determine why these people 
fought and fled. The observations give no 
support to the idea that the revolution and 
the subsequent exodus were simply the re- 
sult of the unpremeditated action of people 
swept up in a wave of mass emotion. On 
the contrary, they indicate that those who 
participated in these events had long-term, 
deep seated, realistic, and highly personal 
motives for their actions. This was true of 
nearly everyone studied, regardless of his 
background or behavior; it was such a 
regular observation among the students, 
adolescents, workers, teachers, scientists, 
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and professional people that there is very 
good reason to believe it is true of the 
refugee group in general. 

Their motives fell into two general cate- 
gories. The first was a long-term and insur- 
mountable feeling of personal insecurity— 
an implicit belief that, “No matter what I 
do, or how high a position I may attain, I 
and my family may be ruined at any time 
by the actions of others, or by events be- 
yond my control.” The second was a pro- 
found sense of frustration—a deep-seated 
conviction that, “In Communist Hungary 
there is no way that I can live out my life 
as I want to, and in a manner that satisfies 
my needs.” The motives of the individual 
refugees were not based primarily upon ir- 
rational and generally shared prejudice, 
upon unformulated fear, or upon abstract 
political or religious convictions ; they were 
based upon personal experiences with con- 
fiscation, denunciation, arrest, imprison- 
ment, and the denial of jobs, housing, and 
education. Such motives were as strong in 
those who had been ostensibly favored by 
the Communist Government as they were 
in those who had been officially designated 
as “class aliens.” 

None of the informants—not even those 
in a position to be well-informed—had ex- 
pected the revolution to occur when it did. 
No group had planned it. The great ma- 
jority of the informants had not been aware 
that many other Hungarians felt as strongly 
as they did. Yet all had been aware of their 
own intense dissatisfaction for many years 
past, and a very significant proportion of 
them had privately decided, long previous- 
ly, that they would flee from the country, 
or take part in rebellion, at the first op- 
portunity. In this, many of them were sup- 
ported by their families—even by family 
members who knew that they would be left 
behind. Thus the fight and flight of an in- 
dividual might have been sudden, but his 
behavior was not unrealistic, and often not 
entirely unpremeditated. 

Economic deprivation was a poor de- 
terminant of behavior. Some of those who 
participated most vigorously in the revolt 
were people who were economically better 
off than they might have been under the 
old regime, and knew it ; others, including 
members of the old middle class and former 


landowners, who had been reduced to ab- 
ject poverty, took no part in the fighting, 
but simply fled. The group as a whole were 
relatively little concerned about the eco- 
nomic organization of the society. Their 
resentments were focussed upon its “police 
state” aspects—its arbitrariness, restrictions, 
brutality, and unpredictability. 

Only a minority of our informants had 
participated in the actual fighting, although 
all had sympathized with the revolution 
and many had supported it tacitly or by 
ancillary activities. Those who took up guns 
and fought regardless of the consequences 
were people who readily acted out their 
hostile and aggressive drives. In general 
they came from segments of society in 
which fighting is acceptable behavior ; they 
were adolescents, working people, former 
soldiers, and former political prisoners. 
Writers, teachers, scientists, and profession- 
al persons confined themselves to organiza- 
tion, propaganda, supply, communication, 
and like activities. 

The group as a whole displayed a deep- 
seated hostility toward Russians. This had 
been strongly reinforced by Russian be- 
havior during the past 15 years ; but there 
was much evidence that anti-Russian at- 
titudes existed in their parents before 
World War II, and that the younger gen- 
eration had derived their own attitudes pri- 
marily from those of their parents. 

They had a similar hostility toward the 
people who made up the central Com- 
munist Government group, and toward 
many of the local functionaries and 
hangers-on. Attempts by the Communists 
to indoctrinate young people, students, and 
workers by means of propaganda, educa- 
tion, and other activities had been singular- 
ly ineffective in eradicating such attitudes. 
Even favored young members of the Com- 
munist Party—students and _ intellectuals 
who were relatives of prominent Commun- 
ists, who had grown up in the Party, and 
who had no real memory of life as it was 
before 1947—were disillusioned and bitter- 
ly opposed to the Communist system. They 
had learned to form their beliefs and at- 
titudes from what they saw and knew, 
rather from what they heard or read. They 
regarded some socialist economic reforms 
as desirable, but for Communism and Com- 
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munists they had only contempt and hos- 
tility. 

A majority of these people had experi- 
enced an increased number of episodes of 
all varieties of illness during periods when 
they were having difficulty in making a 
satisfactory adaptation to their social en- 
vironment, and most notably during periods 
when they felt insecure, frustrated, and 
threatened because of their position in the 
Communist society. This increase in illness 
appeared to be largely the result of physi- 
ological and psychological changes asso- 
ciated with attempts to adapt to an ex- 
tremely difficult life situation, rather than 
simply the result of fatigue, injury, poor 
diet, or other physical aspects of the en- 
vironment. 

During the past 10 years the rate at 
which these persons had experienced epi- 
sodes of illness of many types—both physical 
and emotional—was much higher than that 
which we have seen during a comparable 
period in any other group that we have 
studied(1). Nor have we previously en- 
countered a group of people in whom such 
a profound degree of insecurity and frustra- 
tion had been induced by the social en- 
vironment in which they lived. Judging 
from the evidence found among the refu- 
gees that we examined, the Hungarian 
Communists were far from creating a wel- 
fare state in which everyone was socially 
secure and without conflict or care—quite 
the contrary ; they had created a society 
so rigid, arbitrary, unpredictable, danger- 
laden, and beyond the control of the in- 
dividual, that a great proportion of the 
citizens, including some of the Communists 
themselves, were ready to take any desper- 
ate measure necessary to destroy it or es- 
cape from it. 

The physical dislocation and emotional 
release associated with the revolution and 
subsequent flight was accompanied by an 
improvement in the general health and 
well-being of the informants, and a de- 
crease in their illness episode rate ; how- 
ever, there is reason to believe that many 
of them, as they attempt to adapt to a new 
life in this country, will experience a 
temporary resurgence of illness, until they 
have made a satisfactory adjustment to their 
new life situation. 


Among these Hungarians, as among the 
members of other groups that we have 
studied, individuals differed markedly in 
their general susceptibility to illness. Those 
having the greatest number of illness epi- 
sodes experienced more types of illness, in- 
volving more of their organ systems, and 
with more “causal” categories. These per- 
sons also had experienced the greater 
number of disturbances of mood, thought, 
and behavior. 

There were some individuals who :had 
lived through remarkably diverse and de- 
manding life situations, including changes 
in their social position, their physical en- 
vironment, and their family relationships, 
with very little illness; while there were 
others who had experienced many illnesses 
in settings that appeared to be much more 
benign. Such differences in susceptibility 
to illness appear to be dependent upon 
characteristics of the individual, which are 
in part determined by his constitutional 
make-up, and in part by the way that he 
perceives his environment(2). Evidence 
from the personality studies indicates that 
those who perceived their environment as 
more threatening, challenging, demanding, 
and frustrating, were the ones who had ex- 
perienced the greater amount of illness. 
This feature of the “frequently ill” person 
has also been observed among Americans 
of diverse backgrounds, and among Chi- 
nese. 

SUMMARY AND CONCLUSIONS 


The effect that our informants’ experi- 
ences during the past 15 years have had 
upon their mental health has become a 
focus of our concern. Their performance 
upon the projective tests was such that, 
were they people drawn from an American 
middle-class background, one would have 
expected that a great many of them would 
be very seriously ill, and that some would 
have to be placed in mental hospitals. On 
the other hand, on clinical examination 
their overt symptoms of psychological ill- 
ness were, in general, of no great severity, 
not disabling, and not greatly out of keep- 
ing with their present situations. Judged by 
their history of past performance, and by 
their ability to survive and not break down 
in situations of extreme adversity—loss of 
fortune, loss of social status, loss of family 
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members, rape, torture, imprisonment, con- 
centration camps, and prolonged insecurity 
and frustration—they were people of out- 
standing adaptive capacity; for a great 
many other people, in similar situations, 
died or disintegrated. The body of our 
evidence suggests that unconscious proc- 
esses may be notably influenced by intense 
and prolonged adult experiences. It like- 
wise suggests that the interpretation of per- 
formance on projective tests must be care- 
fully evaluated in terms of the cultural and 
social background, and the recent, as well 
as remote, life experiences of the person 
tested. 
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The remarkable sensitivity of the salivary 
secretion in reflecting the internal and ex- 
ternal milieu, led us to wonder if it might 
be adapted as a clinical adjunct to measure 
the emotional status. The observations pre- 
sented are taken from a larger study con- 
cerned with the investigation of “internal 
inhibition” (in the Pavlovian sense of the 
term) by the method of conditional re- 
flexes. They are merely incidental findings 
and do not constitute a coordinated attack 
on a particular viewpoint. They are pre- 
sented in the hope that they may stimulate 
interest in widening the scope of evaluating 
those aspects of emotional life that have 
proven so elusive when attempts are made 
to reduce “impressions” to a more concrete 
form. The record of the flow of saliva may 
be likened to the electroencephalogram 
which, though not strictly mathematical in 
form, nevertheless can be compared with 
others taken in a similar manner. 

The salivary conditional reflex, I fancy, 
was not chosen by Pavlov as a subject for 
study because of some inherent property 
that gave access to the secrets of nervous 
function but rather because of his continu- 
ing interest in the digestive processes. 
Nevertheless, it has much to recommend 
it as a medium of investigation. Without 
requiring any operative interference the 
parotid secretion is readily available in 
man for recording purposes by means of a 
small suction capsule(1) applied di- 
rectly over the opening of Stensen’s duct. 
(Fig. 1) The types of stimuli required to 
induce a flow of saliva are specific and can 
be controlled. They fall into two groups : 
those concerned with alimentation and 
those directed toward combating irritants. 
Ordinarily the reflex is not subject to acts 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 

2 This study made possible through the cooperation 
of the Research Department of the Spring Grove 
State Hospital, with assistance from Friends of Psy- 
chiatric Research, Inc. 

8 Chief, Division of Psychiatric Education & Train- 
ing, Department of Mental Hygiene, State of Mary- 
land, Baltimore, Md. 
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THE SALIVARY CURVE : A PSYCHIATRIC THERMOMETER ? *: * 
GEORGE F. SUTHERLAND, M.D.* 


of will, thus eliminating random or de- 
liberate activity that so frequently compli- 
cates the interpretation of motor defense 
reactions. On brief stimulation the reflex 
is elicited promptly, usually in one or two 
seconds, and its effects continue for some 
8 to 10 minutes, allowing detailed observa- 
tion but still falling within the convenience 
of a daily experimental session consisting of 
from 4 to 6 combinations of signal plus 
reinforcement. The response is determined 
not only by the specific stimulus but also 
is subject to modification by the internal 
and external milieu which makes possible 
the opportunity to measure these factors. 
Finally, the salivary reflex offers a bridge 
to collate the traditional Pavlovian work 
in animals with analogous studies in man. 

The failure to demonstrate the condi- 
tional salivary reflex on the part of many 
investigators has been attributed to the 
readiness with which inhibition is devel- 
oped by the human subject. It is this 
same facility of elaborating inhibition that 
offers the advantage in this investigation. 
Actually we have experienced no difficulty 
in demonstrating the reflex. Technique and 
instrumentation are probably the answer. 
From a technical standpoint the difficulty 
is about the same as that of recording the 
electroencephalogram. 

Recently I was surprised to read the 
statement by Bykov(2) that many investi- 
gators, including Gley(3), Langly, Winsor 
and a number of the Russian neurologists 
failed to form a salivary conditional reflex 
in an adult individual.‘ 

Fig. 2 illustrates a conditional salivary re- 
flex in an adult and this is not a single ex- 
ample by any means. I doubt that it is 
much more difficult to demonstrate the sal- 
ivary reflex in man than in the dog. I 
would point out that in animals one usually 


41 could not help noting that the formation of the 
reflex in children was accepted presumably because 
Krasnégorsky(4) had written om the subject but 
come to think of it I do not recall if anyone since 
has confirmed the work. This brings to mind an 
amusing incident that occurred while I was working 
in Montreal in the early thirties. L. Andreev, from 
Pavlov's laboratory was also there at the time as an 
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chooses a “good secreter” and by the same 
token discards those that fail to answer 
the purpose as readily. From a medical 
standpoint this cannot be done in man, 
especially in the case of patients, if the 
results are to be statistically valid. 

It seems true that inhibition is much 
more easily mobilized in man than in ani- 
mals but when attention is paid to this 
fact there is no question that conditional 
salivary reflexes can be formed and demon- 
strated under laboratory conditions. In fact, 
there is no way to prevent their being 
formed—it is in the demonstration where 
the difficulty apparently lies. Anyone 
familiar with the technique of the condi- 
tional reflex method is shocked to see 
the recklessness with which the average 
laboratory procedure is carried out. Ex- 
traneous stimuli are at work and it is 
irconceivable that they fail to play havoc 
with the finer nuances of the technique. I 
am convinced that a whole world of in- 
formation is consistently—one might even 
say deliberately—missed. The argument 
that there is no time for fol-de-rol in a 
clincal setting loses its validity when one 
considers how often inconclusive or even 
misleading procedures are repeated in an 
effort to arrive at a definite conclusion. 

The demonstration of the conditional 
reaction in a laboratory requires more than 
the usual vigilance accorded clinical pro- 
cedures. It must be realized that the whole 
thing is an artificial setting designed to 
isolate a single element in the psycho- 
logical field and relate that to an uncon- 
ditional reflex. From a physiological stand- 
point this is a most tenuous link tempo- 
rarily established and it is not surprising, 
therefore, that its most striking charac- 
teristic is its variability. This shows itself 
in the prompt variations in flow that 
ensue in response to minute changes in 
the environment. Tandem _ experiments 


exchange professor. On one occasion I told him that 
I proposed to use cats as subjects for motor condi- 
tional reactions. He said that the notion was laudable 
but warned that it was futile because it had been 
found in the Pavlovian laboratory that they could 
not be used as subjects in experimental procedures. 
After a few weeks had elapsed I demonstrated the 
motor reflexes (similar to those shown in the motion 
pictures by Masserman), whereupon he smiled and 
vouchsafed that Canadian cats were different from 
Russian cats ! 


demonstrate that, except during the phases 
of induction, variations in secretion usual- 
ly occur independently in each subject. It 
is easy to identify chance extraneous stim- 
uli because of simultaneous reactions in 
both subjects. Fig. 3 shows an example 
of these parallel reactions only one of 
which (cough by one of the subjects) 
could be identified by the observer. Fre- 
quently it would appear that the stimulus 
passes unnoticed by the subject as well 
(subliminal perception ?). This sensitivity 
of the secretion, rather than being re- 
garded as a hazard is probably the chief 
attribute that enhances its value as a 
measure of factors that are influencing the 
function of the organism, perhaps even 
subconsciously. 

To demonstrate the conditional reflex 
in the laboratory one must guarantee a 
relatively uniform environment and a rigid 
adherence to the technique which includes 
every influence that might affect the sub- 
ject’s psychological field. The nervous sys- 
tem takes note of every stimulus that im- 
pinges upon it whether or not it happens 
to be included in the protocol. 

With regard to the conduct of the ex- 
perimental procedures a word should be 
mentioned with respect to instrumentation. 
Since the flow of saliva in man is rather 
small in response to brief stimulation, a 
liquid-filled system is desirable for trans- 
mitting the minute changes in pressure 
from Stensen’s duct to the recording ap- 
paratus. An air-filled apparatus because 
of its slight inherent compressibility will 
usually fail to pick up the instant the 
salivary flow is initiated and as a result 
no record of the conditional response is 
obtained, or else inordinate delay distorts 
the time components. The whole curve 
will be smoothed out, thereby losing the 
detail of the sharp fluctuations in flow. It 
is virtually impossible to gain an accurate 
picture of the flow by the simple expedient 
of observing a manometer rather than hav- 
ing it mechanically registered in the form 
of small drops. The size of the drops should 
be of the order of one-hundred to the cubic 
centimeter. This accomplishes two things: 
it records small changes and causes the 
drops to pass over the electrodes quickly, 
thus ensuring a prompt registration. 
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For a laboratory, two adjoining rooms 
are used situated in a rather remote quiet 
section of one of the hospital buildings.* 
During the experimental session the ob- 
server remains in one of these rooms but 
can view the subject in the other through 
a one-way glass. Fig. 4. 

Fig. 5 shows a diagram of the sialometer 
adopted in these investigations. The saliva 
is collected by means of a salivary capsule 
fitted over the opening of Stensen’s duct. A 
single chambered capsule was used with 
one or two rings concentrically placed to 
prevent the mucosa from invaginating into 
the opening and blucking it. A small tube 
(#190 polyethylene) leading from the 
capsule conducts the saliva to a reservoir 
whence the pressure is transmitted through 
a diaphragm which in turn displaces an 
equivalent amount of saline through the 
drop recorder. The electrical impulses are 
generated when the drop closes the cir- 
cuit through an amplifier that operates the 
recording pen. 

First, all the air is eliminated from the 
system, then the capsule is applied and 
the valves turned as shown in the diagram. 
After a few seconds the suction will hold 
the capsule in place and the test can begin. 

The principal signal that we have em- 
ployed is an electric metronome. Rein- 
forcement is supplied in the form of one 
cubic centimeter of sweetened lemon juice 
that is conducted from a syringe by a 
second small tube that opens on the 
outside of the capsule. 

Fig. 6 shows a positive conditional reflex 
as it is actually registered by the pen. 
This record was taken on the fifth day of 
a series, using a member of the staff as a 
subject. Each daily session consisted of 
approximately 5 combinations of signal 
and reinforcement. 

Fig. 7 shows the same reflex when trans- 
formed into a chart showing the rate of 
flow of the saliva. Subsequent charts will 
appear in this form.® 

5 Spring Grove State Hospital, Baltimore 28, Md. 

6 The problem of preparing a chart showing the 
rate of flow from the tape that records the drops of 
saliva is a tedious procedure. The interval between 
each successive drop must be measured using an ap- 
propriate reciprocal scale and plotted accordingly. 
To obviate this we have recently used an integrating 
amplifier in tracing the curve directly. The impulse 


For each experimental session a proto- 
col is prepared in advance and followed 
precisely. This is devised to avoid the 
unnecessary generation of inhibition and 
to prevent the elaboration of a “time” 
reflex. To accomplish these purposes the 
signals for the most part are kept short (3 
to 5 seconds) and are repeated at intervals 
that vary (3 to 8 minutes). When the con- 
ditional reaction is to be tested an occas- 
ional signal is prolonged (10 seconds to 
20 seconds) and the reinforcement delayed 
proportionately. The duration of the signal 
is considered as being from the initial 
sound of the metronome until the appli- 
cation of the lemon juice. To provide con- 
tinuity the metronome overlaps the be- 
ginning of the lemon juice. ‘The applica- 
tion of the lemon juice can be recorded 
with a fair degree of accuracy but the 
duration of its effects obviously must be 
considered variable. 

In response to a brief stimulus, saliva 
is secreted in a series of spurts rather than 
by a continuous stream as might have been 
anticipated. The rate of flow rises swiftly 
to a maximum but then declines by a 
succession of ever-diminishing fluctuations 
tracing a curve that lasts about 8 minutes 
before the baseline is resumed. (Fig. 8) | 
hasten to add that this curve is seen in its 
entirety only under perfect conditions but 
usually one or more cycles are clearly ap- 
parent. These certainly correspond to the 
Pavlovian phases of positive and negative 
induction. Superimposed on this parent 
curve are minor recurrent variations of 
undetermined origin. 

The gross contour of the major curve ap- 
proximates the following mathematical 
formula: 

= e(in sin T 

suggesting that the oscillations represent 
the fluctuations of a feed-back mechanism 
whereby equilibrium is re-established. In 
this connection it is interesting to call at- 
tention to the fact that Pavlov alludes to 
such a homeostatic device(5) but does 
not elaborate the subject further. 

In 1932 I learned from L. Andreev (per- 


initiated by the drop closing the circuit activates a 
multivibrator that drives the integrator. Simultaneous 
records of the drops of saliva and the rate of flow 
may thus be obtained. 
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sonal communication) that the workers in 
Pavlov’s laboratory appreciated the sig- 
nificance of at least the first part of the 
curve and took cognizance of it in their 
experiments.” 

In the quiescent state the baseline secre- 
tion is relatively uniform and the experi- 
ment in our laboratory indicates that the 
rate of flow from the parotid duct is from 
three hundredths to five hundredths (3/100 
to 5/100) cc. per minute. It is well known 
that a high interval secretion in animals is 
associated with poor positive reflexes. In 
the “agitated” form of the experimental 
neurosis where central irritation is the 
rule, the level of interval secretion is ele- 
vated. In the inhibited type the level is 
depressed. It is no surprise, therefore, 
that we have more difficulty in demon- 
strating conditional reactions in patients 
than in non-patients. The administration 
of local anesthetics or atropine and con- 
versely local irritants of philocarpine pro- 
duce analogous effects. Some of the tran- 
quilizers in large doses depress the re- 
flexes and alter the interval secretion. In 
the absence of extraneous influences we 
may assume that a consistent departure 
from the “normal” salivary curve may be 
attributed to the internal state of the or- 
ganism. 

Our experience thus far indicates that a 
relation appears to exist between the sub- 
jective sense of well-being and the contour 
of the salivary curve. A change in the curve 
heralds a coincident change in the internal 
milieu. It may also be that what we inter- 
pret as anxiety corresponds at least in part 
with “irritation” in the conditional reflex ter- 
minology. By contrast central inhibition 
closely resembles depression. Inhibition 
may occur in conjunction with many 
disorders and is not necessarily character- 
istic of depression in the formal diagnostic 
sense of the term. One of the more confus- 


7 From a physiological standpoint it seems probable 
that this theory offers a satisfactory explanation, not 
only of this phenomenon but suggests the mechanism 
by which blood sugar or blood pressure levels are 
maintained. The only concrete substantiation of it 
comes from McElroy(6) who describes a similar 
curve in the maintenance of the enzymatic control of 
growth processes involving the conversion : 

E 
ornithine <-— citronine <~—> arginine 


ing combinations is the association of ir- 
ritation and inhibition, which if our trans- 
lation be correct, amounts to anxiety with 
depression. 

Fig. 9 shows an example of inhibition 
combined with irritation and the effect of a 
sedative. Before medication the secretion 
is maintained at a high level but lacks the 
marked fluctuations seen in the “normal” 
record. The administration of Amytal gr. iii 
tended to restore the regular rhythm. 

Fig. 10 demonstrates the effect of one 
of the new drugs. On the first day after 
its administration the record abruptly 
changed from one exhibiting irritation to 
the antithesis showing inhibition. The rec- 
ord correctly forecast that the choice of 
the medication was unfortunate, portend- 
ing that the patient would become more 
depressed. This was confirmed clinically 
after a therapeutic trial and the drug had 
to be discontinued. 

The prompt response of the salivary flow 
to a change in the emotional status was 
exhibited quite unexpectedly in a patient 
whose records had previously shown in- 
hibition. One day the record indicated 
mild irritation. This sudden change 
prompted the experimenter to inquire if 
there had been a coincident change in the 
clinical aspect. At first he was confronted 
with an emphatic “no” but on pressing the 
inquiry found out that the morning of the 
test the patient had been involved in a 
fight and was the victor in so far as she 
was moved to a better ward. Following 
this geographic change the patient’s spirits 
were much improved. 

In general it appears that tension or 
anxiety gives rise to a high level baseline 
secretion. (Fig. 11) By contrast, depres- 
sion gives a lower level secretion. (Fig. 12) 

Beyond these gross analogies the salivary 
curve supplies little of diagnostic import 
to the clinician. On the other hand, even 
the slightest change in the internal milieu 
manifests itself promptly, even before the 
clinical evidence appears. By way of ex- 
ample, the incipient stage of a head cold 
invariably gives rise to an “irritation” rec- 
ord. One cannot but be impressed with 
the sensitivity of the method as a reflection 
of the internal milieu. Perhaps this very 
sensitivity may be the factor that militates 


— 
. 
‘ 
3 
4 


24 THE SALIVARY CURVE 


[July 


against its adoption as a clinical measure. 

The remarkable constancy of this curve, 
other things being equal, is striking. Never- 
theless, it is also true that each record of 
the salivary secretion tends to be stamped 
with the pattern of the individual from 
whom it was obtained. This, of course, is 
not surprising in view of the fact that the 
EEG and other physiological phenomena 
also bear the mark of individuality(7). 
Since it is not practicable for one experi- 
menter to investigate the conditional re- 
flexes of more than 3 or 4 individuals at the 
same time, it is usually easy for him to 
identify those records taken from the same 
individual merely by inspection. This is 
not to say that in a large series the same 
could be done, because of the basic simi- 
larity in all “normal” records, in all show- 
ing central inhibitions and in all showing 
irritations. One subject varies from another 
not only with respect to his level of base- 
line secretion but also in his specific re- 
sponse to a given stimulus. 

Inhibition is so easily mobilized in man 
that more vigilance is required in demon- 
strating the salivary conditional reflex than 
is customarily accorded to laboratory pro- 
cedures. The little work that has been 
attempted has been reported chiefly in the 
early thirties by Russian and Central Euro- 
pean workers. There are scarcely any 
present day references even in comparison 
with the motor reflex. The same complaint 
was voiced in 1916 by Watson(8). 


SUMMARY 


The method offers a most promising field 
of investigation for those who are prepared 
to invest the time and effort to learn the 


technique. It seems reasonable to antici- 
pate that a considerable saving in time 
could be effected, for example, in the test- 
ing of therapeutic procedures by having 
recourse to an objective measure rather 
than impressions that rely upon statistical 
analysis for verification. It might be men- 
tioned that one “sputnik” is more con- 
vincing than all the statistical evidence in 
the world. 

At least one of the more venturesome 
pharmaceutical companies has already tak- 
en advantage of the motor conditional 
reflex in rats in arriving at suggested doses 
for each of its new tranquilizers. It is in- 
teresting to reflect that the medical pro- 
fession accept the findings of the drug man- 
ufacturers obtained by a less precise meth- 
od by comparison, yet seem reluctant to 
explore a much more exact technique in 
the clinical application of the drugs them- 
selves. 
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LONGITUDINAL OBSERVATIONS OF BIOLOGICAL DEVIATIONS 
IN A SCHIZOPHRENIC INFANT’ 


BARBARA FISH, M.D. * 


Clinical, physiological, and hereditary 
studies create the impression that a con- 
stitutional predisposition to schizophrenia 
exists in varying degrees of severity, which 
then interacts with the individual's assets 
and the stresses to which he is exposed, to 
produce the many different clinical pictures 
of schizophrenia. A few schizophrenic chil- 
dren appear to have such a severe predis- 
position that development regresses in spite 
of the best family care, schooling and psy- 
chiatric treatment that are available at 
present. The most severely affected patients 
in Kanner’s autistic group fall in this cate- 
gory. Other milder childhood schizophren- 
ics with a pseudoneurotic or pseudopsy- 
chopathic picture, show some degree of 
intrinsic deviation in their development, but 
the degree of psychological illness which 
results appears to be much more responsive 
to family, educational and psychiatric treat- 
ment. 

Studies of constitutional factors in adult 
schizophrenics raise objections that the bio- 
chemical disturbances which have been 
found may be either primary predisposing 
factors, or might be secondary to the pro- 
longed anxiety or hospitalization which has 
already existed. However, working with 
schizophrenic children, Bender has pointed 
out that certain characteristic deviations 
from normal physiological and neurological 
development are present in their histories, 
often at birth(1, 2). 

As a first step in investigating pos- 
sible constitutional factors by prospective 
studies, a pilot study was begun in 1952 
to determine whether biological differences 
which distinguished schizophrenic from 
non-schizophrenic children could be de- 
tected in the early development of infants. 

The author examined a random sample 
of 16 infants in a Well Baby Clinic that 


1 Read at the 114th annual meeting of the Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 

2 Departments of Pediatrics and Psychiatry, New 
York Hospital-Cornell Medical Center, New York 
City. 


served a very deprived socio-economic 
population, and was therefore weighted 
heavily in the direction of social and psy- 
chiatric pathology. From the age of one 
month, the infants were studied for signs 
of deviate development. The data from the 
physical and developmental examinations 
were analyzed according to criteria drawn 
from Bender. Accordingly, vulnerability to 
schizophrenia was defined in terms of 1. 
Disturbed regulation of physiological pat- 
terns, as seen in disturbed physical growth, 
poor temperature control, vaso-motor in- 
stability, allergic phenomena, respiratory 
and gastro-intestinal difficulties, and dis- 
turbed sleep patterns ; and 2. An uneven 
pattern of growth, characterized by unusual 
sequences and combinations of retardation 
and precocity occurring in all fields, motor, 
perceptual, language and social. 

The infant, Peter, who showed the most 
severe disturbance of development and was 
therefore identified as the most vulnerable 
to schizophrenia at one month of age and 
subsequently, is now a schizophrenic child 
5% years old. Three other infants showed 
lesser developmental deviations than Peter, 
initially and as they grew older. These 3 
children have developed psychological re- 
gression readily and have shown more 
anxiety than any of the 12 infants who de- 
veloped more evenly. However, the 3 in- 
termediate infants never showed the per- 
sonality disorganization seen in Peter and 
they are not considered to be schizophrenic 
at this time. 

Previous papers have presented the de- 
tailed clinical observations of these chil- 
dren and their families, the criteria used 
in the initial rating of vulnerability and the 
later diagnostic evaluations, and the genesis 
of the psychological manifestations ob- 
served(3, 4). The present paper will focus 
on several of the biological disturbances 
seen in the schizophrenic infant, which 
distinguished his early development from 
that of the cther infants studied and from 
accepted norms of development. 

From the beginning, Peter showed an 
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unusual torporific state and poor muscle 
tone. He slept more than usual in his first 
month and moved very little. When ex- 
amined at one month of age, although he 
was precocious in some areas, he was le- 
thargic and inactive even when awake and 
showed a diminished response to sounds 
and light. He continued to be underactive 
in large muscle activity unti] 16-18 months 
of age, when he became hyperactive. Al- 
though manual dexterity and strength were 
adequate for his age in the first year, his 
movements in reaching and manipulation 
were performed in slow-motion, Only one 
other baby, Frank, showed a similar dis- 
turbance, but to a lesser degree. He slept 
excessively only for the first \vcek and was 
underactive only for the first 2 months. 
(Other aspects of Frank’s physical and psy- 
chological development were also second 
in severity to Peter’s.) The early somnolent 
state in these infants is reminiscent of the 
excessively quiet “congenital activity pat- 
tern” described by Fries(5, 6). 

Peter's abnormal torporific state and 
doughy muscle tonus, which were marked 
during the first 6 months of life, are similar 
to that seen in normal premature infants 
until they approach the gestational age of 
the full-term baby(7). Bender was the first 
to point out that the existence of such pat- 
terns in schizophrenic children represents 
a persistence of immature, “embryonic” 
features(2). The observations of Peter’s ab- 
normal torpor indicate that we must study 
further the early development of the neuro- 
physiological mechanisms which regulate 
wakefulness and muscle tonus. We must 
study the changes in the functioning of the 
reticular activating system which occur dur- 
ing the development of normal animals and 
human infants, as well as in the develop- 
ment of schizophrenic children. 

A second biological disturbance was 
Peter’s uneven growth which differed from 
standard norms, from the control infants, 
and from usual forms of retardation and 
precocious development. His longitudinal 
development was unusual, showing both re- 
tardation and acceleration, which were 
most striking in the areas of posture and 
locomotion during the first year. He held 
his head up well at one month but was no 
longer able to lift it at 34 months, and was 


barely able to lift it again at 6 months. 
This aspect of development actually went 
into “reverse” in his early months. Control 
of his trunk lagged so severely between 1 
and 9 months that at 9% months he couldn't 
sit, and had less control of his body than 
a normal 5 month old. Yet right after this, 
development suddenly accelerated so that 
he was walking normally by 13 months. 

The extent of this abnormal development 
can be seen more clearly when these data 
are expressed quantitatively. 

Figure 1 shows the comparison between 
Peter’s uneven motor development and the 
relatively even motor development of the 
other babies. The chronological age of the 
children is plotted .along the horizontal 
axis. The level of postural-locomotor de- 
velopment at each examination is plotted 
on the vertical axis, the level being ex- 
pressed as the age when these levels are 
“normally” achieved, according to Gesell’s 
standards. 

Representative curves of the control in- 
fants cluster about the hypothetical “nor- 
mal” curve, and show relatively even de- 
velopment of posture and locomotion, some 
children developing faster than others. In 
contrast, the lowest curve shows Peter’s 
very uneven postural development. This 
dropped to less than 50% of normal between 
3 months and 10 months of age, and then 
sharply rose to normal by 13 months of 
age. One must suspect “serious retardation” 
in a child whose development falls below 
65-75% of what is expected for his chrono- 
logical age(8). The retardation in this in- 
fant was well below this critical level. 

However, this abnormal postural develop- 
ment was quite different from the usual 
“slow” baby who shows relatively even re- 
tardation(8). Although Peter’s motor de- 
velopment dropped well within the defec- 
tive range by 10 months of age, in the 
recovery phase which followed, he gained 
5 months’ development during 2 months’ 
time, showing a rate of development 2% 
times as fast as the normal rate. This pe- 
culiar retardation followed by unusual ac- 
celeration indicates a disorganized postural 
development, with a fluctuating rate, rather 
than simple retardation or acceleration. 
These data suggest that there was a dis- 
turbance in whatever central nervous sys- 


d 
/ 
- 
© 
ee 
a 
| 
ied 


1959 | BARBARA FISH 27 


tem mechanisms ordinarily regulate the 
pattern of postural development, and nor- 
mally control its orderly progression in the 
dimension of time. 

Peter differed in other ways from babies 
with simple retardation. Figure 2 shows the 
contrast between Peter’s abnormal postural 
development and the normal development 
of his eye-hand coordination and fine ma- 
nipulation. This latter skill dipped only at 11 
months, to 80% of normal, at a time when he 
appeared to be preoccupied with exploiting 
his sudden increase in postural stability. 
Otherwise fine coordination proceeded 
evenly in the first year at a rate that showed 
him to be of average intellectual potential. 
The discrepancy between the longitudinal 
development of these two functions pro- 
duced a picture of “scatter” in his function- 
ing on any one examination. 


This picture of scatter, or lack of integra- 
tion between different aspects of develop- 
ment, was so severe that it produced dis- 
crepancies even within the single function 
of postural development. 

Figure 3 compares the postural develop- 
ment of one of the control babies with 
Peter’s. The postural development of the 
normal infant shows a narrow spread be- 
tween the highest and lowest achievements 
on each examination. Her maximum range 
at any one examination was 1 month. 

In contrast to this is the abnormal spread 
between Peter’s highest and lowest achieve- 
ments in postural control at each examina- 
tion. (The center line indicates the average 
postural development seen on the previous 
slides.) During his first 8 months of life 
the spread from the lowest to highest 
achievements on each examination spanned 
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3 to 4 months, This disorganization is com- 
parable to a 6 year old child whose achieve- 
ments range from a 1 or 2 year level, up to 
the 5 year level. We are familiar with this 
lack of integration between different func- 
tions in the psychologic performance of 
older schizophrenic children and in schizo- 
phrenic adults. The same disorganization 
was observed in the neurological develop- 
ment of this infant from one month of age. 

The last deviation in this infant's bio- 
logical development to be discussed here 
is the correlation between Peter's abnormal 
neurological development and a number of 
physiological disturbances. 

Figure 4 shows again Peter's uneven 
postural development. The vertical line at 
10 months indicates the age when posture 
lagged the most, which was followed by the 
rapid return to normal. It can be seen that 


body growth, and growth in head circum- 
ference began to lag shortly after postural 
tone did so. The rate of physical growth 
reached its lowest point also at 10 months, 
and accelerated after that, paralleling the 
course of neurological maturation. 
Autonomic disturbances coincided with 
the lag in physical and neurological devel- 
opment. The vasomotor disturbances during 
this period included pallor, cyanosis and 
mottling of peripheral origin, and derma- 
tographia, which were worst during the 
period of greatest lag in growth. Gastro- 
intestinal disturbances included spastic 
constipation, and both increased and de- 
creased appetite. For the first 5 months of 
life, even while growth was slowing down, 
Peter ate voraciously. At his lowest point, 
at 10 months, he gave no outward signs of 
being hungry, although he ate well when 
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fed. At this time he became unable to suck 
and had to be fed milk with a spoon. The 
period of torpor and inactivity has already 
been described. 

Interestingly, Peter began to have a 
series of respiratory and ear infections just 
after body growth and motor development 
began to return to normal, during a period 
when he appeared to be more vigorous and 
in better physical shape. 

The author’s earlier papers have dis- 
cussed how Peter's physical symptoms 
evolved into his later perceptual and psy- 
chological disturbances, and how the in- 
adequate mothering he received exagger- 
ated both his physical handicaps and his 
later personality disorganization. 


CONCLUSION 


The longitudinal observations made on 
this child, who is clinically schizophrenic 
at 5% years, show that the normal progress 
of neurological and physiological matura- 
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tion was disrupted as early as 1 month of 
age. Biological development differed sig- 
nificantly from the other infants studied by 
the author, from norms of growth and de- 
velopment previously established on hun- 
dreds of children by Gesell and others, and 
from the usual forms of retarded or pre- 
cocious development. 

The following deviations were discussed : 
1. The presence of an abnormal torpid 
state in the first months of life, 2. A severe 
but transient lag and disorganization in 
postural-locomotor development, and 3. 
Physiological disturbances which paralleled 
the transient neurological disturbances, 
including retarded physical growth and 
autonomic instability. These biological 
manifestations antedated the anxiety and 
psychological symptoms, and appeared to 
be intimately related to the later clinical 
manifestations of schizophrenia. 

A preliminary study such as this raises 
more questions than it answers. We plan 
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to study a much larger number of infants 
to determine the critical limits beyond 
which erratic development may be the first 
sign of schizophrenia, as distinguished from 
the spectrum of relatively benign individual 
variations ; and to study how different pat- 
terns of maternal care and early physiologi- 
cal support can modify this development. 
The capacity of different individuals to 
maintain psychological integrity in the face 
of stress is often attributed to elusive 
qualities we summarize as ego strength. It 
would appear that there is a related varia- 
tion in the capacity for integration in the 
early neurophysiological development of in- 
fants. Differences in the growing organiza- 
tion of alertness and muscle tonus, the 
progression of postural control, physical 
growth and autonomic stability lend them- 


selves to quantitative measurement and 
analysis. We believe that further study of 
these individual differences in early neuro- 
logical integration should increase our un- 
derstanding of the factors making for men- 
tal health and disease. 
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LEPROSY AND PSYCHOSIS ' 
PAUL LOWINGER, M.D.* 


Patients at the National Leprosarium in 
Carville, Louisiana, show a 10% prevalence 
of psychosis. This prevalance, greatly in- 
creased over the frequency in the general 
population, has implications for a more 
complete understanding of both leprosy and 
schizophrenia. 

Surveys of the prevalence of psychosis 
in representative United States communi- 
ties vary from 5.5 to 12.5 per 1,000 people ; 
schizophrenia occurs from 1.7 to 3.4 times 
per 1,000 people(1). (Figure 1) 

Tuberculosis, a chronic disease similar to 
leprosy, shows little or no tendency to in- 
crease the rate of psychosis in the view of 
Kraepelin(2), Conlogue(3) and Neyman 
(4); however, a survey by Forster(5) 
shows 3 psychotics in 100 hospitalized 
tuberculosis patients. 

Kraepelin(6) states that leprosy does not 
increase the occurrence of mental illness 
and refers to Hansen and Moreira to sup- 
port this view. 

Cazenavette(7) in 1927 reviewed the 
world literature on mental illness associ- 
ated with leprosy and reported a 3% prev- 
alence of psychosis among leprosy patients 
at Carville. This survey lacks a system of 
psychiatric diagnostic nomenclature. A re- 
interpretation of this detailed investigation 
using current psychiatric nomenclature is 
justified and indicates a 9% prevalance of 
psychosis among the 427 lepers admitted to 
Carville from 1923 to 1927. (Figure 2) 

A census of known mental illness at the 
leprosarium in September 1953 listed 42 
with a psychiatric diagnosis out of the 
377 patients. Ten percent of all the patients 
at Carville were psychotic; 6.6% were 
schizophrenic. The diagnosis of psychosis 
included schizophrenic reaction, 25 ; chron- 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 

2 From the Lafayette Clinic and Wayne State Uni- 
versity College of Medicine, Detroit, Mich. These 
observations were made while the author was a 
psychiatric consultant at the U. S. Public Health 
Service Hospital (National Leprosarium), Carville, 
La., 1953-1955. 


ic brain syndrome, 12 (senile 11, cerebral 
arteriosclerosis 1) ; and paranoid state, 1. 
The nonpsychotic conditions included per- 
sonality disorder, 3 ; and mental deficiency, 
1, (Figure 3) 

This census of mental illness was based 
on the 1950-1953 diagnostic records of the 
psychiatric consultation service which was 
reorganized in March 1950 under a Board 
certified psychiatrist. The entire institution- 
al population was not examined ; however, 
all behavioral and social problems in pa- 
tients as well as organic and functional 
disease of the central nervous system were 
referred to psychiatry after March 1950. 
Complete psychiatric examinations were 
performed ; standard nomenclature was 
used and diagnoses were usually confirmed 
by two psychiatrists. In addition, about 37 
new admissions from 1°50 through 1953 
were seen in brief psychiatric screening 
interviews. 

A few of the more disturbed psychotic 
lepers had been segregated for many years. 
A 20-bed closed psychiatric unit has been 
filled since it opened in 1954. An unknown 
number of psychotic patients who did not 
present medical, psychiatric or social man- 
agement problems were never referred to 
psychiatry. Much of the patient population 
was Spanish speaking while the medical 
staff was not, so the language barrier may 
have acted to shield some psychotics. 

Most of the schizophrenia was of long 
standing and the records usually did not 
reveal whether overt schizophrenic symp- 
toms preceded the admission to Carville 
for leprosy. Nearly all the schizophrenia 
was of the chronic type with a thinking dis- 
turbance, blunting of affect, apathy and 
isolation prominent in the clinical picture. 
Considerable intellectual deficit was pres- 
ent on the psychiatric examination of most 
of the schizophrenics. This finding is com- 
patible with chronic schizophrenia but may 
also be related to other factors: the low 
socio-economic and educational level of 
most of the patients, the effects of the 
physical illness and the loss of intellectual 
stimulation due to the isolation and stagna- 
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tion of institutional life. The language bar- 
rier of the many patients speaking little or 
no English was an obstacle in the psychi- 
atric evaluation as well as the socialization 
of those patients within the institution. - 
The lack of diagnosed psychoneurotic 
reactions indicates only a relative infre- 


quency of psychoneuroses. The stigma and 
fear attached to psychiatric referral, the 
unavailability of psychotherapy, as well as 
the reduction of anxiety by religion, work 
assignments and general medical manage- 
ment kept psychoneurotics from the psy- 
chiatrist. The absence of manic-depressive 


FIGURE 1 
PERCENT OF PREVALENCE OF PsYCHOSIS AND SCHIZOPHRENIA FOR POPULATION OF 
UNITED STATES COMPARED TO PREVALENCE AMONG LEPERS AT CARVILLE 
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‘ FIGURE 2 
Per CENT OF PREVALENCE OF PsycHosis AMONG 427 LEPERS ADMITTED TO 
CarvILLE 1923-1927, Basep ON PAPER BY CAZENAVETTE 
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and involutional reactions appears to be 
valid. The author’s contacts with patients 
from 1953 to 1955 confirmed the rarity of 
manic-depressive and involutional reactions 
as well as the reduction in the usual fre- 
quency of psychoneurosis. 

Psychological and social factors in the 
Carville patients explain many of the psy- 
chotic reactions. The patient population is 
largely from a low socio-economic segment 
of the population of 5 states: New York, 
California, Texas, Louisiana and Florida. 
Leprosy is seen by many patients as lifelong 
exile from community, family and friends. 
The social stigma of leprosy is overwhelm- 
ing both in fact and fantasy. Admission to 
Carville is often followed by a depression 
of mood lasting two or three months. De- 
nial of leprosy among patients may occur 
on admission or during the course of in- 
stitutional care. Withdrawal, guilt and the 
loss of self esteem due to the onus of 
leprosy may result in depersonalization. 
The common sight of a few patients with- 
out eyes, noses, ears, hands or feet due to 
leprosy may correspond to a psychological 
disturbance of body image. The emotional 
atmosphere of the better adjusted patients 
of the institution is one of passive-depend- 


ent resignation with many paranoid over- 
tones. Hope and gaiety are largely lacking. 
Many patients stay for their lifetime and 
lose all family interest and ties. A few 
leave without permission but most of these 
return voluntarily. Some patients who are 
considered cured are unwilling to leave 
because they have no place to go(10). 

A program for the exploration of this 
problem can be formulated. The atmos- 
phere of the leprosarium in terms of its 
psychosocial impact on the individual leper 
should be evaluated. This would require 
knowledge of the institutional atmosphere 
as well as consideration of personality types 
common to the patient group. Recognition 
of the patient subgroups based on racial, 
religious, language and other cultural 
identities is necessary, e.g., the patients 
whose blindness is due to leprosy who live 
together in a “blind house,” small groups 
of Negro and Chinese patients segregated 
by residence hall, the few well-educated 
patients of Northern European descent who 
are missionaries. The long-standing social 
barriers between patients and employees 
are significant. Recent successful patient 
activity to oust an unpopular Medical Offi- 
cer in Charge is one of the few examples of 


FIGURE 3 
Per CENT OF PREVALENCE OF MENTAL ILLNESSES AMONG 
Leprers AT CARVILLE IN 1953 
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patient group integration(8, 9, 10). 

Psychodynamic studies of the individual 
patient by means of projective techniques 
as well as psychotherapy should be a part 
of the program to understand the reaction 
of the total personality to leprosy. Some of 
the psychotic reactions as well as the be- 
havioral and neurotic problems would be 
best understood by this approach to the 
patient. 

The impact of the psyche on the leprosy 
process in terms of etiology, course, com- 
plications and prognosis could be studied 
at Carville. Leprologists have suggested 
that the patient’s emotions play a significant 
role in the course and cure of leprosy(11, 
12, 13, 14) as well as in the complicating 
allergic lepra reaction(15). It is reported 
that hypnosis has been used in the treat- 
ment of the depression, pain and paresthesi- 
as of leprosy in Russia with some success 
(16). Leprosy remains a disease with many 
unknown etiological factors. There are 
definite resemblances to Selye’s diseases of 
adaptation( 17, 18, 19, 20, 21). We know the 
brain-pituitary-adrenal relationship is in- 
volved in these diseases of adaptation. The 
complexity of the mind-body relationship 
in leprosy invites a vigorous, multidimen- 
sional study. 

A biological affinity of schizophrenia for 
lepers could explain an increase of schizo- 
phrenia among them. The incidence of 
schizophrenia and psychosis in chronic hos- 
pitalized leprosy patients should be com- 
pared to that of first admissions as well as 
non-hospitalized lepers; tuberculoid and 
lepromatous leprosy patients may differ in 
type and rate of mental illness. Lepers in 
Asia and Africa may show a different fre- 
quency and form of psychosis from those 
in the United States. Both leprosy and 
schizophrenia may have important constitu- 
tional determinants and there might be 
some common factors. The significant role 
of bacterial, infectious, hereditary, environ- 
mental, resistance, immunological, allergic 
and racial factors in the etiology of leprosy 
suggests that some of these dimensions 
might be used to approach the schizo- 
phrenia-leprosy problem. 

Leprosy may cause an organic, metabolic 
or toxic lesion of the brain. The literature 
on leprosy(22, 23, 24, 25, 26), including 


recent autopsy studies on Carville patients 
(27), largely concludes that no demon- 
strable organic pathology of the central 
nervous system is associated with leprosy. 
However, the neurology text by Baker(28) 
and Serejski’s 1926 case report(29) em- 
phasize the high incidence of psychosis in 
lepers and the possibility of an organic 
brain disease associated with leprosy. 

The problem of central nervous system 
dysfunction in leprosy should be reexplored 
by a program including complete neuro- 
logical and psychiatric examination, cere- 
bral fluid studies, electroencephalograms 
and psychological tests. This clinical evalua- 
tion of the psychotic leper should discrimi- 
nate between a schizophrenic and an 
organic psychosis. A control group of non- 
psychotic lepers studied in terms of central 
nervous system function may be necessary. 
Further examination of post-mortem materi- 
al may be indicated. 

There are an estimated five million per- 
sons afflicted with leprosy in the world 
(30). “Leprosy in the United States is a 
definite, though not a great, public health 
problem,” according to a 1955 survey by 
Badger(31). A comprehensive study of the 
mentally ill lepers at the U. S. Public Health 
Service Hospital at Carville would fill the 
manifest need for clinical data in order to 
plan psychiatric care for lepers. It would 
also be of genuine value in clarifying the 
psychophysiological aspects of leprosy. 


SUMMARY 


Leprosy is a unique stress with anatomic, 
physiologic, psychologic and social effects 
on the individual. Here is an opportunity 
to explore this stress in terms of the mental 
reaction. We would expect to learn much 
about causation of schizophrenia and psy- 
chosis in the Carville patients. Such a study 
also offers hope of a better understanding 
of the role of psychological and social 
factors in the origin of all schizophrenia. 
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DISCUSSION 


(Marvin Miller, M.D., New Orleans, La. )— 
Dr. Lowinger’s paper raises many interesting 
questions about the reactions and treatment 
of patients with leprosy. I would certainly 
agree with him that the patients at the U. S. 
Public Health Service Hospital and the culture 
therein offer fertile field for the researcher 
whether his interests be of a social, psychologic 
or neurophysiologic bent. 

I will confine my remarks to the feature 
of isolation, which as Dr. Lowinger notes is 
one of the striking feelings pervading the 
atmosphere of the hospital culture. Geographi- 
cally the hospital is in a sense in the middle 
of nowhere—on a back state road 25 miles 
from Baton Rouge. The sign pointing to it 
some 1 to 2 miles distant has to be replaced 
frequently because apparently some of the 
members of the small adjacent community re- 
move or knock down the sign, preferring to 
deny the hospital’s proximity. 

An interesting story has it that when the 
hospital was founded by the religious order 
whose sisters still serve as nurses, the curious 
citizens of the surrounding communities, upon 
asking why the place was surrounded by a 
high fence, were advised that it was an ostrich 
farm and that the fence of course was to keep 
the ostriches from escaping. The choice of 
birds may have been more than coincidental. 

It has been further said that the first groups 
of patients admitted were smuggled in after 
dark following a journey up the Mississippi 
from New Orleans rather than being trans- 
ported to the hospital during the day along 
the highways. 

The usual custom until the early 1940’s was 
for the patient upon admission to take an 
assumed name. Only within recent years has 
this been dropped. There are still, however, 
remnants of this custom, for instance, in the 
use of only the first names of patients in their 
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own publication, The Star. The patient, in 
effect, upon entering the hospital was met 
with the prospect of losing or at least having 
to modify his identity. 

The atmosphere of the hospital actually was, 
as Dr. Lowinger notes, recently a relatively 
depressed and suspicious one. Isolation was 
one of the predominant feelings of the patients 
individually and as a group. Total group 
identification was usually only of a negative 
sort, developing at times in which the popula- 
tion felt imperilled by some proposed change 
in routine by the administration. The co- 
hesiveness of the group was of a fellow-suffer- 
ing type rather than one in which individual 
potential and ability was stimulated. For in- 
stance, it was recently discovered that one of 
the patients was quite talented musically and 
had in fact written piano sonatas, but had no 
way of bringing and exhibiting this talent 
before the patient group. 

Physical as well as geographic and social 
isolation may be a concomitant of leprosy, 
particularly among those patients who lose 
their vision and cutaneous sensation. It is not 
uncommon, for instance, to see patients with 


anesthesia of their fingers somewhat manneris- 
tically rubbing their lips or other parts of their 
bodies which retain sensation. It is almost as 
if they need the constant reassurance that at 
least these parts of their bodies exist. 

The implications of the effects of the disease 
on self-perception and body imagery are ma- 
jor, and one wonders what the already bur- 
dened self system of the patient must suffer 
with the added insult of physical deformity and 
sensory loss. All of these experiences certainly 
tend to reduce both qualitatively and quantita- 
tively the outside reference points which any- 
one needs to fully define himself. 

The patient with leprosy may suffer physical 
and emotional isolation and face the possibility 
of identity loss much as does the schizophrenic 
patient. This may be one factor contributing 
to the higher incidence of schizophrenic re- 
actions among these patients. 

Certainly the similarities between the psy- 
chologic processes in the patients with leprosy 
and schizophrenic patients are marked and 
bear, therefore, further intensive study as 
recommended by Dr. Lowinger. 
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SOME PSYCHOANALYTIC IDEAS APPLIED TO ELATION AND 
DEPRESSION ' 


BERTRAM D. LEWIN, M.D.? 


Those of you who examined the photo- 
copy of Freud’s manuscript of Hemmung, 
Symptom und Angst which was exhibited 
two years ago in Chicago may have noted 
that he emended the title. Before writing 
the essay, Freud appears originally to have 
set down the words Hemmung und Symp- 
tom, then later to have added the word 
Angst, transposing the und by means of a 
loop, so that it came between Symptom and 
Angst. This small alteration serves to indi- 
cate that during the writing, the topic of 
anxiety came to have equal importance 
with inhibition and symptom. Freud’s cor- 
rection was the first that the title received. 
The second, so far as the English transla- 
tion is concerned, was made in America. 
Two translations were published, one in 
England, where it kept the literal transla- 
tion of the German title, Inhibition, Symp- 
toms and Anxiety. The American version 
omitted the words inhibition and symptom ; 
and it bears the title, The Problem of 
Anxiéty. The new name did not originate 
with the American translator, the late 
Henry Alden Bunker, but with the pub- 
lisher, Mr. W. W. Norton. 

These emendations have their meaning. 
They herald the book’s effect on the think- 
ing of the psychoanalytic world. For, look- 
ing back on the thinking and discussion 
which the book has provoked, we can see 
that its main topic is anxiety, and that along 
with the concept of defense this topic has 
received most of the attention of its read- 
ers. We can thus appreciate better the point 
implicit in Mr. Norton’s editorial decision, 
for this able editor seems to have sensed 
prophetically the central interest of the 
book. Of the three nouns that make up its 
original title, inhibition is spoken of most 
rarely. Symptom, too, if one understands 
the argument of the book, is no longer an 

1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 

2 The American Psychoanalytic Association, Survey 
of Psychoanalytic Education, 32 East 64th St., New 
York 21, N. Y. 
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elementary, prime concept, as it once was. 
A symptom, in the context of this book, is 
something not elemental, but compounded 
of ingredients. It is what we have come to 
call a structure. Into this structure go in- 
stinct and defense against instinct, and if 
we were to rename the book to-day, the title 
chosen might well be Instinct, Defenses 
and Anxiety. 

These are certainly the three concepts 
that we apply in our dealings with such 
facts as are being discussed at this meeting, 
facts which through tradition and for con- 
venience of communication we still refer 
to as symptoms and in particular as symp- 
toms of the affective disorders. At this point 
we immediately run into semantics and 
feel the need for precise definitions. For, 
although we use an old word, symptom, it 
too, since it cannot be renamed, needs re- 
consideration. In our modern context, it 
has come to have a new meaning. When 
to-day we speak of symptom and apply to it 
the concepts of instinct, defense and 
anxiety, the old name is a new idea. We 
have to eliminate from our memory the im- 
plications of its old definition—namely, that 
of a sign or indication of an underlying 
disease. In the old sense of a sign, a symp- 
tom is an element from which conceptually 
we build up disease entities or more col- 
loquially, diagnoses. Our present concept, 
contrariwise, makes of it a complex struc- 
ture which we can take apart into simpler, 
antecedent, more elemental parts; and 
though the word remains, we are far from 
regarding it as a sign. Semasiology has de- 
parted from symptomatology. 

That this is true is no longer a novelty. 
Following the teachings of Adolf Meyer, 
we have long since tried to abandon the 
idea of an “underlying disease” as an ex- 
planation of what we nevertheless still call 
a symptom. We know that in the affective 
disorders, particularly, a disease entity is 
a most debatable assumption and that the 
word symptom must be freed of the dust of 
its past. Our present use of the word has 
taken us back, in a certain sense, before our 
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19th century predecessors; our progress 
has depended on a sort of regression, and 
we have recaptured some of the word’s 
original Greek signification. The Greek 
word symptoma meant a mischance, an ac- 
cident. It came from the verb sympipto, to 
fall together violently, the same verb from 
which we have derived the word asymp- 
totic, applied in geometry to curves which 
do not fall together, or as we usually say, 
coincide. According to its etymology, there- 
fore, a symptom was something that one 
fell in with and then fell together with. It 
was an event, and for no more than for any 
other event was there implied a hidden 
cause. It belonged to nothing; it repre- 
sented nothing ; it was not a sign of some- 
thing else. 

This point of view has been much reiter- 
ated in expositions of schizophrenia, and 
when into discussions of that disorder there 
is insinuated the 19th century idea of a 
“disease entity,” we are by now on the alert 
to recognize and’repudiate it. We are con- 
siderably less alert, however, when we dis- 
cuss the so-called affective disorders. Here 
we encounter with some complacency ideas 
that imply an ideal entity or a causal reality 
behind the phenomena. True, this ens is no 
longer called the disease process nor is it 
supposed to have independent existence. 
But the assumption of such an existence is 
often present, wrapped up and concealed 
in an innocent-appearing, new phrase. The 
phrase is: the underlying depression. This 
putative underlying depression is then in- 
vested with attributes proper to a causal 
underlying disease process. It is thought of 
as something behind the manifest facts and 
granted a causal role. 

This mode of thinking comes to our at- 
tention often in discussions of hypomania or 
elation. One hears and reads that beneath 
every elation there is an underlying de- 
pression. Usually the statement is meant to 
be descriptive. It intends to imply no more 
than the fact that a depression makes its 
appearance after some elations have sub- 
sided. If this empirical fact were so stated, 
there would be no difficulty. We should 
then understand that there were two events 
—a state of elation and a state of depres- 
sion—and there would be no tacit statement 
that one caused the other. 


But more often such a tacit causal rela- 
tion is exactly the implication. Many who 
would reject the idea that they mean to 
speak of a disease entity, vaguely under- 
stand by the phrase in question that two 
opposite states of mind exist in one person 
—that there are as if a conscious elation and 
a concurrent unconscious depression. Such 
a remark has one of two meanings, depend- 
ing on whether it refers to the affects of 
elation and depression ; that is, the joy and 
the sadness; or whether it envisages the 
psychic structures which go by the same 
names, and which in the old psychiatry 
were called symptom-complexes. In either 
case there is difficulty. The concept of an 
unconscious affect of depression is not an 
agreeable one to psychoanalytic theory, 
which has had trouble enough with the 
idea of “unconscious anxiety.” If the state- 
ment refers to an unconscious symptomatic 
structure, the situation is equally uninvit- 
ing. We should then be confronted by a 
strange theoretical situation. There would 
be two simultaneous formations involving 
the same parts of the total personality in 
diametrically contradictory ways. The situa- 
tion is theoretically inadmissible. For, in 
the elated symptom the ego would be uni- 
fied with its superego, while at the same 
time in its concurrent unconscious depres- 
sion, the same ego would be completely at 
odds and separated from the same super- 
ego. We should run into a personality struc- 
ture to which an ordinary “double person- 
ality” by comparison would be simple in- 
deed. Conceptually, the easy Copernican 
system of interacting id, ego and superego 
would be replaced by a Ptolemaic system 
of egos involved with ids and superegos in 
ever more complex topographic cycles and 
epicycles. The idea of an “underlying de- 
pression,” at first sight so innocuously sim- 
ple, would be revealed as extraordinarily 
complex, as masked in a specious simplic- 
ity. 

The idea of an underlying depression is 
equally delusive as an explanation of the 
instinctual situation. Again it leads to para- 
dox and contradiction. While a triumphant 
mania is proceeding with all sorts of ex- 
ternalizations of energy, by inference there 
would be at the same time an underlying 
inhibition and inward direction of aggres- 
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sion. Another tacit implication of the 
phrase is a genetic one. It assumes that a 
manifest elation, if analyzed and properly 
interpreted, will be revealed as a present- 
day reaction against an original, primal, in- 
fantile depression. The underlying depres- 
sion, in this loose usage, is not a present 
bad situation to which one has a double 
or two-layered reaction, but let us say a 
manifest elation covering a repressed 
original depression. This explanation then 
rests as it were with an original infantile 
depression, and not instinct, defense and 
anxiety as the ultimate genetic basis of the 
current elation. 

Let us return to Freud and The Problem 
of Anxiety, and to the elements he uses in 
that book to build up a symptom, con- 
ceptually speaking. An elation, according 
to this scheme, is a symptom. Into the 
symptom of elation enter defenses from the 
ego that are due to pressures from the id, 
the superego, and the real environment. 
The instincts and the defensive measures in 
the elation are familiar to us and need no 
repetition beyond the naming : the instincts 
called oral, the defenses called identifica- 
tion and denial. The active mania in its 
denying function is a great flight from the 
dangers threatened by the oral id im- 
pulses, and these dangers determine the 
content of the anxieties that are discovered 
in the elation. The anxieties are expressed 
in oral language ; they are fears of being 
eaten, of starving, of being put to sleep 
(killed), of being separated, and the rest. 
This picture is not complete, but it indicates 
what is meant by the formulation of the 
elated state in terms of the elements of 
The Problem of Anxiety. It relates the psy- 
choanalytic findings (not merely the super- 
ficial observations) of the elations to the 
instincts, to defenses and to anxiety. It in- 
volves no reference to a depression, which 
has its own pattern for handling the oral 
conflict. 

It may be asked, what then is the relation 
of depression and mania ? If one can formu- 
late them separately without taking the 
other into account, what is it that they have 
to do with each other ? Is it not true that 
the empirical clinical findings demand a 
postulation of some sort of relation between 
them ? If then we are aske on the basis of 


a theory to give them separate structural, 
instinctual and genetic consideration, are 
we not going too far and discarding too 
many evident facts that show them to be 
two parts of common clinical pictures, those 
which determined the names “affective psy- 
choses” and “manic-depressive” ? In the in- 
terest of maintaining a theory, must we 
abolish the significance of the hyphen be- 
tween the two words, manic and depres- 
sive ? 

The answer obviously is that we cannot 
abolish the hyphen. We are compelled to 
state a relationship between the two af- 
fective conditions, and in fact such an an- 
swer has been made. It states that a mania 
is a regression, genetically speaking, which 
goes back to an earlier condition than the 
regression which characterizes the depres- 
sion. The ego in mania is not denying a 
depression ; it is denying death and the 
fear of dying by a declaration of invulner- 
ability and immortality. The false happiness 
is a statement of world-mastery such as 
was enjoyed by the earliest “pleasure-ego” 
before the establishment of the reality 
principle. 

According to this formulation, the hy- 
phen does not mean because of. It does not 
mean: because of depression, therefore 
mania ; nor alternatively, because of mania, 
therefore depression. Under the Kraepelini- 
an regime, it did not have this meaning 
either. Then it simply meant and: mania 
and depression were two aspects of the 
presumptive underlying disease process. To 
us, the hyphen cannot have this implica- 
tion, and the best interpretation is surely or. 
Mania or depression, we say, may arise or 
may be formed according to the particular 
regressive defenses selected by the ego to 
meet the inner conflict between instinct, 
superego, and reality. 

A great deal more can be said on the 
score of this regression, and indeed a great 
deal has been said in the literature of the 
past few years, which it would be distract- 
ing to review at this point. Here I think it 
would be more appropriate to clarify the 
relation between the elation and the de- 
pression, as well as to explain the or-hyphen 
relationship by a procedure which has often 
demonstrated its value. I mean that we 
seek for clarity by turning to the study of 
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dreams. In this context, the analogue of the 
elated state is what Freud has called the 
“happy dream.” 

For example, the dreamer visited a dying 
friend the day before the dream. He 
dreamed of his sick friend, in “the pink of 


health,” stalking through the room, dressed. 


in evening clothes, his face aglow. How 
wonderful he looked! The dreamer woke 
up roaring with laughter. All such laughter 
is macabre—and such dreams too. They 
deal, Freud stated in The Interpretation of 
Dreams, with thoughts of the dreamer’s 
death. What a store of clinical wisdom is 
gathered into that book! A dream such as 
this will clarify the affective details of the 
elated state. The laughter is meant of course 
to divert attention from the fear of death ; 
and roughly, this is what an elation is for. In 
such a dream there is no underlying de- 
pression ; there is an “underlying” and dis- 
tortedly manifest fear of dying. The laugh- 
ter does not serve as a screen to cover 
“depression.” It is a pre-mourning, pre-mel- 
ancholia laugh : “Ha ha! He will die, not 
me !” The laughter is a “screen-affect” ; but 
the other affect that it masks and supplants 
is anxiety. The dream-work takes the 
sleeper back to a period in which he knew 
no death. The screening is a regression to 
a time when the idea of dying had not 
arisen, certainly not in connection with 
one’s self. 

This brings up the topic of screen-affects, 
a phrase for which I am afraid I am partly 
responsible. This phrase has been under- 
stood again to mean that a happy mood may 
exist superimposed over a concurrent, or 
latent, depressive one. This is not what I 
meant when I introduced these words, 
which I used by analogy with “screen 
memory.” I specifically referred in my 
original discussion (in The Psychoanalysis 
of Elation) to the regressive aspects of 
screen memories, and I suggested that the 
affect which arose whether in dreams, in 
free association on the couch, or in the 
elated states, might be displaced in time. 
It was thus intended to point to the latent 
content, and shared with the concept of 
screen memory the quality of referring to a 
different “real” occasion. I now think I 
might have referred more simply to a “dis- 
placement in time,” but in my original ex- 


position I was concerned not only with the 
screening function of the mood but also 
with the sense of reality. For an explana- 
tion of both I utilized appropriate discus- 
sions in The Interpretation of Dreams. 

Looking back on the development of the 
psychoanalytic theory of the depressions 
and elations with the purpose of finding 
out why so alien a concept as the “under- 
lying depression” can still affect us, we 
come upon the idea that this underlying 
depression may be a somewhat altered ver- 
sion of what Abraham called the “primal 
depression,” or the infantile prototype of a 
“melancholic depression.” In Abraham's 
famous case, the recurrent depressions were 
found to be repetitions of the patient’s 
frame of mind after he had witnessed in- 
voluntarily the coitus of his parents. Me- 
lanie Klein has expanded and modified the 
idea of the infantile prototype and has 
postulated a “depressive position” in infan- 
tile development, which is then followed 
by a “defensive manic position.” Abraham 
too went further in his formulations and 
suggested that manic attacks without pre- 
ceding depressions in adult life might be 
sequels of infantile depression, the belated 
tail-end, as it were, of a manic-depressive 
sequence. Abraham was cautious, however, 
in putting forward this proposition and 
stated that he had no clinical material to 
bear him out. 

In my opinion, both Abraham and Klein 
have put the cart before the horse genetical- 
ly when they see mania as an after-effect 
of depression, whether as the running of a 
course or as an ensuing defensive reaction. 
My alternate assumption is that in infantile 
development the prototype of elation, 
which would be oral satiety and union at 
the breast (Rado), precedes any infantile 
or adult depressive manifestations. I trust 
that this point of view was made sufficiently 
clear in my previous writings. 

Another use to which the idea of an un- 
derlying depression has been put is in the 
explanation of some types of delinquency. 
The idea has been propounded that the 
delinquent of this particular type engages 
in asocial actions to take flight from an un- 
derlying depression. As a very special, 
partial and isolated working idea, this point 
has apparently been of value. I have had 
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no therapeutic experience with the age 
group about which such statements are 
usually made, but 1 have been fortunate 
enough to hear case presentations at con- 
ferences in the psychoanalytic institutes. In 
such cases, it seems to me, the idea of an 
underlying depression may have been in- 
troduced because the patient's behavior was 
of the hypomanic, driven sort ; but in the 
same cases, the acting out seemed to mask 
not depression but fears of dying and im- 
pulses to die. From my present standpoint, 
a formulation in terms of the psychoanaly- 
tic theories of the affective states—that is. 
in terms of instinct, defense, and anxiety— 
would in the end be more fruitful and more 
consistent than one which depended on the 
concept of an underlying depression. It 
should not be difficult to make the necessary 
conceptual corrections. 

If we were discussing other disorders 
than the affective psychoses, we should all 
be clearer concerning our basic concepts. 
Since the writings of Bleuler and Adolf 
Meyer, this is certainly true for schizo- 
phrenia. And if we took the same attitude 
towards the affective states that we do 
towards the neuroses, we should also free 
ourselves from the dust of the 19th century. 
For example, a patient entered the psychi- 
atric ward unable to speak, stand or walk ; 
the diagnosis was conversion hysteria, 
aphonia, astasia-abasia. After some thera- 
peutic handling she spoke, stood and 
walked. She no longer had a conversion 
hysteria. But she was obsessed with various 
unpleasant thoughts and she found herself 
forced to count such items as the cracks in 
the furniture, the pleats in the curtains and 
the like. 

I saw the patient in question some 35 
years ago. Already psychiatry was too so- 
phisticated to think that anything was ac- 
complished by a change in the “diagnosis.” 
The simple statement was made that after 
the hysteria cleared up, the patient de- 
veloped an obsessional-compulsive condi- 
tion. Neither underlay the other, nor did 
one cause the other. To this statement of 
the case, we need only add that one set of 
defenses superseded another, that a new 
regression had been made, and that in con- 
sequence new symptoms based on different 
instincts and defenses made their appear- 


ance. This would coincide with Freud's 
concept of the etiology of the obsessional 
neurosis. 

In a comparable matter, if we accept 
Abraham’s finding that between depressive 
attacks patients often show obsessional 
symptoms (and one might add that others 
are phobic and still others beset by so- 
matic, mild conversion symptoms ), we still 
need not think of such symptoms as “ward- 
ing off a depression.” They could be con- 
ceived as different ways of meeting an 
inner conflict at different levels of regres- 
sion and with different defenses. A psycho- 
analytically conceived person, the psycho- 
analytic “model,” calls into activity various 
defenses and meets the instincts at various 
levels of regression. He, or “it,” does not 
carry about within a formed underlying 
mania, a formed underlying hysteria or ob- 
sessional neurosis. We cannot logically reify 
the “possibility” or “potentiality,” diathesis 
or what-not, for forming them. The ele- 
ments of the psychoanalytic model are the 
instincts and ego functions, and the to- 
pography of psychoanalytic man is the id, 
ego and superego. 

Hence and finally, I should like to pro- 
pose caution in the use of another familiar 
idea taken from the older psychiatry ; 
namely, the depressive equivalent. As this 
term is employed, it suggests that an antici- 
pated depression has not appeared but in- 
stead a given set of somatic or other symp- 
toms. For description there may be no harm 
in the term, but as a basic concept it shares 
some of the disadvantages outlined in dis- 
cussing the concept of the underlying de- 
pression, and it threatens to confuse our 
ideas of etiology by introducing alien 


frames of reference. 


SUMMARY 


Looking back over this exposition, I see 
that from first to last I have been overtly or 
tacitly concerned with the meaning of 
words, which some may think an unimpor- 
tant matter. I should disagree with any such 
opinion. When Freud explained what he 
meant by the statement, “The hysteric suf- 
fers from reminiscences,” he chose an al- 
legory that depended on philology. A 
hysteric, he explained, was like a modern 
Englishman who wept every time he passed 
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Charing Cross, etymologically chére reine 
Cross, so named because at this spot the 
funeral procession of Queen Eleanor 


stopped on its way from London to West- 
minister in the year 1204 and a cross was 
erected to mark the halt. 

Let us not suffer from reminiscences. 
Even if we transiently must accept the vo- 
cabulary of our ancestors and if we speak 


of manic-depressive states, of depressive 
equivalents, and persist in believing in un- 
derlying depressions, let us at least be 
aware that we are in the 20th century, that 
time separates us from the burial of the 
dear Queen and from the originators of the 
old terminology. A quiet tear may be in 
order, but it should not blind us to the busy 
modern traffic. 
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THERAPEUTIC FACTORS IN ALCOHOLICS ANONYMOUS * 


HERBERT S. RIPLEY, M. D. ann JOAN K. JACKSON, Ph.D.’ 


Alcoholics Anonymous has been in exist- 
ence since 1936. Even in the absence of 
statistics on recovery rates, it is known that 
many benefit from association with Alco- 
holics Anonymous. Yet there have been few 
attempts to analyze the treatment process 
in order to specify its therapeutic ingre- 
dients. Simmel(3) interprets the essential 
therapeutic factor of A.A. as a reinforce- 
ment of the superego through prohibition 
and a spiritual experience which acts to 
undo wrongs and resolve guilt. Stewart(4) 
emphasizes fellowship with empathy and 
the acknowledgement of a greater power. 
Hayman(2) points out that with therapy 
the patient will discover the power of 
choice and will choose not to be an alco- 
holic. This is in keeping with Freud’s for- 
mulation that the aim of psychoanalysis is to 
give the patient the ability to choose one 
way rather than another(1). Trice(5) dis- 
cusses the significance, the readiness and 
the capacity to affiliate with A.A. 

On the surface, Alcoholics Anonymous is 
a federation of autonomous but loosely or- 
ganized groups of alcoholics who are learn- 
ing to live without alcohol. The members 
believe that sobriety can be achieved and 
maintained by associating with one another, 
by sharing their common problems, by 
trying to help other alcoholics to recover 
and by following a program called “The 
Twelve Suggested Steps.” 

The Twelve Steps are a series of state- 
ments which purport to describe what suc- 
cessful members have had to do to remain 
sober. The Steps are considered as guide- 
posts for the alcoholic to reorganize his 
life. The content of these Steps can be 
summarized briefly: 1. Accepting oneself 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 

2 From the Department of Psychiatry, University 
of Washington School of Medicine, Seattle, Wash. 
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Alcoholics Anonymous in carrying out this study. 


44 


as an alcoholic, i.e., as unable to drink in a 
controlled fashion because of physiological 
and emotional pathology ; 2. Being willing 
to change one’s personality, relationships 
and way of life in a manner conducive to 
healthier adjustment ; 3. Accepting spiritual 
help from a self-defined God and His guid- 
ance in day to day living; 4. Taking an 
honest and continuing “personal inventory,” 
i.e., an assessment of one’s self and of one’s 
relationships ; 5. Taking action to change 
dysfunctional personality attributes and be- 
havior as they are recognized ; and 6. Help- 
ing other alcoholics to recover. 

There are also the “Twelve Traditions,” a 
series of rules governing the behavior of 
A.A. groups and of individuals as A.A. 
members in relation to outsiders. The Tra- 
ditions make it clear that A.A. permits the 
achievement of only one goal, that of di- 
rectly helping the individual to maintain 
his own sobriety. They specify that A.A. 
will not get involved in any other type 
of activity and that members will use A.A. 
solely for achieving and maintaining so- 
briety. 

Other explicit elements of the A.A. pro- 
gram include being honest with oneself and 
others, attempting only what is possible 
and thinking through all problems before 
taking action. In addition, A.A. members 
are expected to place sobriety ahead of all 
other goals and relationships because with- 
out sobriety, nothing is achievable. 

When A.A. is observed in operation over 
a period of time, it becomes apparent that 
there are many therapeutic aspects which 
do not appear on the surface and which 
are never made explicit by members. The 
organization’s structure and functioning 
have evolved to the point where they pro- 
vide a consistent, integrated therapeutic 
milieu which is tailored to the treatment 
needs of alcoholics. It provides forms of 
emergency psychiatric care, group psycho- 
therapy and individual psychotherapy. A.A. 
makes use of the active alcoholic’s patterns 
of behavior, relationships, thought processes 
and orientation to life. It retains these but 
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manipulates them toward the goal of 
sobriety. 

This overall plan for dealing with the 
problems of the alcoholic does not preclude 
the use of social agency or professional 
help. For example, some members are en- 
couraged to seek help from professional 
psychotherapists. In turn, psychiatrists may 
refer alcoholic patients to A.A.(2) because 
they feel that A.A. membership may supple- 
ment or complement the work of the ther- 
apist. 

A.A. uses emergency treatment methods 
extensively and in a manner very similar to 
traditional emergency psychiatric care. The 
organization accepts the fact that alcoholics 
feel rejected if their needs are not met im- 
mediately. It provides emergency attention 
whenever it is called upon to do so. Being 
a large group, it can meet these needs in a 
way that would be impossible for individu- 
al psychiatrists. Whereas a person seeking 
psychiatric help would make an appoint- 
ment to see a psychiatrist, the candidate for 
A.A. is seen immediately on demand. He 
will receive just as prompt a response the 
twelfth time he asks for help as he did the 
first time. A psychiatrist would consider it 
undesirable to be routed out of bed at two 
o'clock in the morning but A.A. expects this. 
A.A. believes that it is only common sense 
for the new member to call his sponsor 
whenever he is needed, regardless of the 
hour. In most large cities the candidate can 
attend an A.A. meeting at almost any hour 
of the day or night or can become involved 
in an impromptu meeting at one of the 
many clubs. This is in contrast to usual 
group therapy experience, which occurs 
only at scheduled intervals. 

The majority of A.A. members entered 
the organization as a result of a decision 
made when aid was sought in an emer- 
gency. When an alcoholic first seeks help 
from A.A., he is usually trying to sober up 
after a long “bender.” His self-esteem is at 
a low ebb. He feels guilty, ashamed, de- 
pressed, anxious, tremulous and helpless. As 
a tule this is only one of numerous periods 
during which he has felt desperate and 
has been willing, temporarily, to consider 
the possibility of change. As in these earlier 
periods, he is ambivalent about changing 
and about accepting help. He mobilizes 


his resistances but at the same time calls 
A.A. on the off-chance that they offer a 
way out. 

The initial contact with A.A. is similar 
in principle to the initial interview of any 
psychiatric patient but different in some 
of its mechanics. A.A. recognizes that a 
crisis exists and sends out two of its mem- 
bers immediately, before the alcoholic has 
had a chance to rebuild his defenses. The 
emergency team devotes its energies to es- 
tablishing rapport, to providing emotional 
support, to helping the new client to define 
the nature and extent of the problem and to 
helping him decide on a course of action 
once the alternatives are clear to him. The 
atmosphere is permissive, accepting and 
unemotional. The means used are the per- 
sonal stories of the A.A. callers, which in- 
clude statements about their own ambiv- 
alences at the outset of membership and 
how these were resolved. The client is told 
enough to permit him to accept his callers 
as alcoholics whose problems were equiva- 
lent to his own at one time. He can identify 
with them. He is told enough about their 
alcoholic behavior that he can feel that his 
own actions are not particularly unique, 
reprehensible or hopeless. He is given an 
opportunity to discuss his problems, his 
doubts and his resistances in a matter-of- 
fact atmosphere. His callers agree with him 
that a problem exists. They avoid being 
drawn into his feelings about himself, his 
rationalizations, or his searching for causes. 
Their attitude is rather that a problem 
exists whether or not the rationalizations 
and putative causes are valid. The relevant 
question is, “What are you going to do 
about the problem now?” The two callers 
outline the way A.A. operated in their 
experiences. They discuss the alternatives 
to A.A. They make it clear that he is free 
to try the alternatives if he chooses, but 
they convey a lack of optimism about all 
“will power,” “control of drinking” and 
magic pill methods. 

At the end of the visit, the alcoholic is 
left with information on how to reestablish 
contact with his callers if this should be 
his decision. He is told that he alone can 
decide what to do, that he alone can do it, 
that the recovery process is long, often pain- 
ful, and will involve extremely hard work, 
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but that if he is well motivated it can suc- 
ceed. The obvious fact that his callers have 
been sober and became sober in A.A. serves 
as a powerful inducement to try the A.A. 
program. 

The sponsor-new member relationship 
most closely approximates the psychiatrist- 
patient relationship. Usually the new mem- 
ber selects as his sponsor one of the two 
members who made the emergency call. 
The sponsor serves to bridge the gap be- 
tween the isolation of alcoholism and full 
membership in A.A. 

This is the closest relationship A.A. has 
to offer. It is potentially the most conflict- 
engendering relationship. However, the or- 
ganization has structured the relationship 
so as to minimize difficulties. The sponsor 
undertakes this relationship voluntarily be- 
cause he believes that the effort to help 
another alcoholic ensures his own sobriety, 
whether or not the effort succeeds. He plays 
the role of the older, experienced male who 
can provide emotional support, understand- 
ing and guidance. He helps the new mem- 
ber to clarify his own thinking and to persist 
toward his goal of sobriety. The new mem- 
ber has no obligation toward him and can 
terminate the relationship at will. The initi- 
ate chooses his sponsor, and it is quite 
within the expectations of the organization 
that a man will have several sponsors be- 
fore he himself undertakes the sponsorship 
role. 

At first the sponsor meets all demands 
which fall within A.A.’s scope. A.A. will 
help the alcoholic think through any prob- 
lems but will not solve them for him or 
make any attempt to change circumstances 
for him. It emphasizes that circumstances 
were not relevant to excessive drinking and 
they are no more relevant to sobriety. Grad- 
ually the sponsor shifts the alcoholic’s prob- 
lems to the group for their resolution or 
analysis. 

In this interaction the new member has 
an opportunity to work out some of his 
problems with close relationships. The 
sponsor engenders admiration and becomes 
a figure for identification. He is chosen be- 
cause of his ability to communicate his 
experiences meaningfully to the new mem- 
ber and because he can help him to work 
his problems through, to make decisions 


and to take action on the decisions. Yet the 
sponsor makes no demands. His own needs 
are met through helping another alcoholic 
who has chosen him and because his pres- 
tige in his group is enhanced. In this milieu, 
the initiate is able to see many of his inter- 
personal difficulties in a new light. When 
the new member in his turn becomes a 
sponsor, he has an opportunity to work 
out even more of these problems. 

Group therapy in A.A. takes many forms. 
The major types of group meetings are : 
1, those open to the general public ; 2. those 
open to select non-alcoholics; 3. closed 
meetings for members of A.A. only ; and 4. 
study group meetings. A.A. considers its 
group activities to be the major therapeutic 
instrument. The group acts as a kind of 
family which helps the “baby,” as the new 
member is often called, to learn how to live 
a normal life, to form healthy relationships 
with others and to arrive at a more realistic 
and satisfying self-conception. 

Most members begin by visiting all the 
types of groups until they find one in which 
they feel at home. Groups cannot refuse to 
accept a member, nor can they ask one 
who is uncongenial or disruptive to leave 
the group. However, it is regarded as com- 
mon sense that any member who feels 
uncomfortable in any group will leave it 
and look for one which is more congenial. 

The feelings which members express 
about the group they select as their own 
are those which usually refer to families. 
This home group tends to be more per- 
missive than most families. There is no 
formal authority structure, the only author- 
ity being derived from prestige due to 
maintained sobriety and the ability to help 
others to resolve their problems. These 
home groups tend to be cohesive and loyal, 
which diminishes anxiety and enhances self- 
esteem. The suggestive effect of the im- 
plantation of the theories of the group can 
be a potent therapeutic force. 

The meetings of these home groups are 
usually open only to A.A. members. As a 
rule the members are seated informally 
around a table. They often drink coffee or 
soft drinks throughout the meeting. All 
problems are discussed as openly and hon- 
estly as possible. The group earnestly at- 
tempts to formulate the problem in a man- 
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ner which permits resolution. There are no 
tabooed subjects and none which is con- 
sidered insignificant or overwhelming. 
Members think of the groups as problem- 
solving groups, and the emphasis remains 
on the aspects of the problem which are 
relevant to its solution. Gradually the new 
member incorporates the A.A. norms and 
patterns of thought about problems. 
Through the sharing of his conflicts, the 
burden of guilt is attenuated by being 
partly shifted to the group. 

Study Group meetings are designed pri- 
marily for the new member. Those attend- 
ing sit at 12 tables, one for each of the 12 
steps. The new member can sit at any table 
he wishes and stay at that table until he 
feels he has thoroughly worked through 
the problems associated with it. Senior 
members attend and act as informal group 
leaders or as consultants. The Study Group 
provides the new member with an oppor- 
tunity to study the program of A.A. sys- 
tematically. It also provides a home base 
until the member has selected a home group 
and until his relationship with his sponsor 
becomes stabilized. 

Open meetings, i.e., those which the pub- 
lic can attend, are primarily for informa- 
tion and education. Speakers follow a set 
formula in their talks, conveying enough 
about their alcoholic lives to permit them to 
be identified as alcoholics, enough about 
the situation which brought them to A.A. 
to permit identification by any potential 
new member in the audience and enough 
about what happened to them in A.A. and 
how they feel now to indicate that they are 
en route to recovery. The talks also indi- 
cate that alcoholism can be accepted and 
that the past can be integrated into the 
present comfortably. Open meetings pro- 
vide a milieu within which an alcoholic can 
make his first contact without in any way 
committing himself. 

Coffee is served after all meetings. The 
groups break up into smaller groups where 
discussions continue, often at an even more 
intense and personal level than before. The 
setting is the familiar one of sitting around 
a table talking with alcoholics over a drink, 
but the content of the drink and of the 
talk has changed. The emphasis has been 
altered from a drink-centered situation to a 


people-and-relationship-centered one, from 
bemoaning problems to attempting to deal 
effectively with them. The emphasis is on 
assets and their utilization. Personal short- 
comings and environmental liabilities are 
minimized. 

A.A. has retained some aspects of the al- 
coholic’s ways of relating to people, mode 
of life and thought processes and has re- 
channeled these toward the new goal of 
sobriety. The program and the group activ- 
ities provide a consistent and integrated 
milieu. There is agreement on the nature of 
the illness of alcoholism. Anyone who dis- 
agrees is invited to go out and drink and 
prove the A.A. definition of alcoholism to 
be wrong. Alcoholism is thought to be a 
physiological “allergy” coupled with severe 
emotional problems. Although the use of 
the term “allergy” is not the conventional 
medical one, it implies a deep-seated differ- 
ence of a physiologic or characterologic 
nature. This concept serves to alleviate 
guilt over the condition in which the alco- 
holic finds himself by explaining it in part 
on a basis over which he has no control. 

The problem then is to work through the 
self-deceptions which permit a person to 
trick himself into believing that he can 
drink in a normal fashion. Some of the ele- 
ments of his emotional problems are de- 
fined as dishonesty with himself and others, 
the conviction of omnipotence, impulsivity, 
guilt and shame, inability to enter into re- 
lationships which are mutually rewarding 
and obligating, making excessive demands, 
projecting blame to the environment and 
circumstances, manipulation of others, anx- 
iety, depression, fear and perfectionism. 

The milieu is structured so that the prob- 
lems of the alcoholic are made apparent 
even to him. No demands are made on the 
individual. He is left in command of his 
decisions, his choice of groups, the degree 
of his participation and the extent to which 
he will accept responsibility for the wel- 
fare of the group. The organization has 
explicit ways of resolving anxiety, guilt, 
insecurities and fear. It is permissive, cliché- 
filled and religiously oriented, and relies on 
implicit social pressures to bring about con- 
formity. It rewards acceptable behavior 
rather than punishing the unacceptable. It 
substitutes the satisfactions of warm, ac- 
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cepting and rewarding interpersonal rela- 
tionships for the satisfactions and isolations 
of the bottle. A.A. avoids mobilizing the 
defenses alcoholics have built up against 
efforts to legislate their behavior, which in 
the past served only to increase their identi- 
fication with other alcoholics and their 
commitment to an alcoholic way of life. In- 
formal pressures for acceptable behavior 
become compelling as the alcoholic be- 
comes integrated into a group with which 
he identifies strongly and whose members 
agree on all the major dimensions of his 
problem and its resolution. The alcoholic 
begins by emulating the behavior of now- 
sober alcoholics because he believes that 
therein lies the key to his own sobriety. 
Later he incorporates the new standards 
because they have brought not only so- 
briety but emotional rewards. 

In A.A. the alcoholic does not meet such 
barriers to recovery as his mistrust of non- 
drinkers and moderate drinkers, his feelings 
of inferiority in relation to them, his con- 
victions that they cannot understand him, 
his inability to communicate with them and 
the very precarious nature of his relation- 
ships with them. In contrast, the non- 
drinkers in A.A. are alcoholics like him- 
self and by definition, understanding and 
equal. He has communicated only with al- 
coholics for years and this holds no ter- 
rors, especially when the settings, the ter- 
minology and the manner in which com- 
munications take place are those to which 
he was accustomed as an active alcoholic. 
Whereas previous attempts to communicate 
feelings to non-alcoholics, including physi- 
cians, have been impeded by the necessity 
of clarifying vocabulary and explaining 
situations, group attitudes, behavior and re- 
actions, these now are taken as understood 
and communication can flow smoothly be- 
yond this. 

Another barrier to recovery has been the 
idealization of drinking after a period of 
sobriety. One of the ways in which A.A. 
combats this tendency can be used as an 
example of the way in which this organi- 
zation combats other “typically alcoholic” 
difficulties. When an alcoholic calls for help, 
two members make what is called a 
“Twelfth Step Call.” These men have been 
sober for a minimum of 6 months to a year, 


one of them usually much longer. Calling 
on the new candidate, they are able to 
see themselves as they were. To communi- 
cate effectively with him, they must relive 
their own feelings when they called for 
help and their own experiences in A.A. 
In stressing to the new man that he has a 
choice about his way of life, they renew 
their own choice. Alcoholism is turned into 
an asset instead of remaining a source of 
shame and guilt. Without having been al- 
coholics, they could not be helping another 
alcoholic to recover. These calls are pre- 
scribed for the man who feels that his own 
sobriety is wavering. 

Space does not permit an extensive analy- 
sis of the therapeutic aspects of Alcoholics 
Anonymous. However, anyone who ob- 
serves A.A. in operation over a period will 
note that many of the concepts and tech- 
niques used in contemporary psychother- 
apies are also used by A. A. These are not 
conceptualized and they are not used ra- 
tionally and self-consciously. They have 
been adapted to the treatment demands of 
the specific illness which they are intended 
to alleviate. Among these techniques used 
are free expression or ventilation of feelings, 
transference and counter-transference rela- 
tionships, reassurance and emotional sup- 
port, explanation and re-education, sug- 
gestion and personality analysis with vary- 
ing degrees of accompanying insight. 

Groups are structured so as to permit the 
release of inhibitions and the free expres- 
sion of conflicts and feelings. Conflicts can 
be acted out without threatening the unity 
and cohesiveness of the group or endanger- 
ing the new member's relationship to it. 
Subtle social pressures operate to bring 
internal conflicts into group discussions. 
Many emotional needs are met immedi- 
ately ; the satisfactions of others are de- 
layed. Substitutes are provided for some ; 
others are blocked firmly and consistently. 
The groups place high value on honest 
and complete expression of feelings and 
encourage the individual to work out his 
own standards and patterns of behavior 
and to develop his own unique sense of 
identity as a sober person. 

In addition to the elements shared with 
the psychotherapies, A.A. uses alcoholic 
patterns of thought, relationships and 
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values and manipulates them toward the 
new goal of sobriety. Later when the mem- 
ber is healthier it encourages him to change 
these also. In tailoring a milieu to fit only 
alcoholics’ treatment needs and in serving 
only one goal, Alcoholics Anonymous is 
unique. 
SUMMARY 


The concepts, philosophy and techniques 
used by Alcoholics Anonymous have been 
described and discussed. Many of the tech- 
niques of individual and group psycho- 
therapy are employed. In addition there is 
emphasis on the ready availability of emer- 
gency attention and the development of 
permissive, warm and emotionally reward- 
ing relationships with others who have a 
similar problem. 
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DISCUSSION 


Freperick F,, Boyes, M. D. (San Francisco, 
Calif.)—There seems to be general agreement 
that the success of Alcoholics Anonymous is a 
modern miracle; however, this should not 
mean that there is no further room for growth 
or improvement. Also, since this program is 
operated by human beings, and often rather 
sick ones at that, there are bound to be the 
usual human problems in translating theory 
and policy into practice. For instance, there 
are many different ways in which the 12 step 
caller approaches the person asking for A.A. 
help. One worker may completely identify with 
the applicant and may go so far as to supply 
additional liquor to ease the withdrawal symp- 
toms and help the applicant taper off. An- 
other may take the attitude that the only way 
to stop is to stop completely and shake it 
out. There is, of course, every variation be- 
tween these two extremes. 

In spite of the excellent description of the 
general way in which A.A. functions, this 
paper gives a too idealized description of what 
actually goes on. I feel that it is no reflection 
on A.A. to point out that it is essentially a 


group of people, and not a book or a theory. 
Undoubtedly the results would be even better 
were they able to function as ideally as this 
paper suggests. Let me illustrate by citing a 
few subjects where the ideal and actual prac- 
tice vary ; for instance, the 12 step caller is 
supposedly a person with 6 months to a year 
sobriety. All too often this is someone who 
has just barely recovered, if that, from a drink- 
ing bout of his own. Where this is supposed to 
be helpful in maintaining his own sobriety, it 
often works in the other direction, with the 
worker ending up drinking along with the one 
who originally asked for help. Again it is said 
that in the group therapy there are no taboo 
subjects. This, of course, is not so. These peo- 
ple share not only the usual popular prejudices, 
but tend to have them to an excessive degree. 
Therefore, sexual and delinquency problems 
may be given a very cold reception and result 
in rejection if anyone has the temerity to press 
them. Again it is said that repeated calls for 
help are treated the same way the 12th time 
as the first time. I am sure that in most cases, 
after very few such calls, it would be decided 
that the applicant was not really serious in 
helping himself and would be told to give 
much more concrete evidence of his sincerity. 

Another impression that needs some correc- 
tion is that A.A. considers alcoholism to be an 
“allergy” plus severe emotional problems. Actu- 
ally most members feel that drinking is the 
problem and that a few alcoholics may also 
haye emotional problems. 

The paper does not touch on the repressive 
features of A.A. A.A. cautions against any 
strong expression of emotions ; thus they must 
not resent too much ; they must not crave any- 
thing too much—except sobriety. Other things 
that might have been mentioned are the im- 
portance of the rescue fantasies in helping 
the 12th step worker remain sober when this 
does work for him. The importance of A.A. 
as a stepping stone to socialization for many 
patients was quite well covered and the sug- 
gestion that the psychiatrist might use the or- 
ganization for his patients in this way was 
also suggested. 

My main criticism of this paper is that 
though it lauds Alcoholics Anonymous, a very 
worthy organization, it does not give very 
many clues as to what the psychiatrist should 
do to improve his treatment to the level of 
A.A. psychotherapy, nor does it indicate what 
is lacking in the A.A. program itself. Instead 
this seems to be covered up by comparing 
Alcoholics Anonymous with conventional psy- 
chotherapy, using such psychiatric terms as 
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“ventilation of feelings”, “transference and 
counter-transference of relationships”, “re- 


assurance”, “re-education”, suggestion and per- 


sonality analysis to do so, much of which is 
not done. 

What I think needs to be pointed out is that 
a sick person can help another sick person, 
at least up to the degree of his own adjust- 
ment. So also can a healthy person help a 
sick person, at least up to the limit that his 


own defenses are threatened ; however, a per- 
son whose adjustment depends considerably 
on the maladjustment of the sick person—in this 
case, the alcoholic—can do little to help the 
sick one and must take a defensively, if not 
aggressively negative attitude towards him. 
This latter group too often involves those whom 
the alcoholic must deal with in his efforts to 
get help, and includes doctors, clergy, lawyers, 
judges, police, employers and families. 
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CEREBRAL LOCALIZATION : NOT WHERE BUT IN WHOM ?' 
CURTIS PECHTEL, Px. D. ann JULES H. MASSERMAN, M. D.? 


Man’s knowledge of the function of his 
most developed asset, the brain, is probably 
less definitive than that of any other organ, 
due not only to the difficulties in investigat- 
ing cerebral function, but also to man’s 
reluctance to confront these difficulties 
frankly. 

We plan here to abstract from our long 
term study * of the effects of brain lesions 
in animals a few generally ignored but 
illustrative factors from which certain 
significant implications may be drawn. 


SUMMARY OF EXPERIMENTAL TECHNIQUES 


Sixty-four cats and 49 monkeys were 
studied for 3 to 24 months to determine 
their individual and social reactions, and 
their speed, capacity and techniques in 
solving a variety of problems of discrimina- 
tion, pattern relations, manipulation and 
memory. The data were entered daily and 
graded on 32 scales that reliably measured 
various patterns of “normal” and deviant 
behavior on a 6-point range. Thirty-one 
of the cats and 23 of the monkeys were then 
exposed at planned irregular intervals to 
insoluble conflict situations which induced 
experimental neuroses characterized by 
manifestations of anxiety and_ startle, 
chronic somatic dysfunctions, regressions 
to earlier behavior patterns, and various 
other disruptions of individual and social 
adjustments(1). The animals were allowed 
to remain neurotic for 2 to 30 months dur- 
ing which their aberrant patterns were 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. The studies here summarized were 
aided by Grant M-730 from the United States Public 
Health Service, Contract DA-007-MD-403 with the 
Office of the Surgeon General, and a grant from 
the Mental Health Fund of the Department of 
Public Welfare of the State of Illinois. 

2 Address: Northwestern Univ. Medical School, 
303 E. Chicago Ave., Chicago 11, IIl. 

3 Thanks are due to these collaborators in our 
various studies: Louis Aarons, Ph.D., Jacques Cain, 
M.D., Lawrence Corey, M.A., Paul Favero, D.DS., 
Paul Hutt, Ph.D., Robert Johnson, M.D., Arthur 
Kling, M.D., Melvin Levitt, Ph.D., Thomas Mc- 
Avoy, B.S., C.E., Gisela Mendel, M.A. and Dino 
Riccio, M.D. 


closely studied. After this, they were oper- 
ated either by open-field or stereotactic 
technique to produce bilateral lesions in 
the following areas: in cats, the medio- 
dorsal or anterior thalamic or the medial 
amygdaloid nuclei; in cats and monkeys, 
cingulate areas 23 or 24, orbitofrontal area 
13, the lateral or total amygdaloids, or the 
temporal regions adjacent to the amyg- 
dalae ; in monkeys only, the equivalent of 
a Grantham lobotomy. All of the lesions, 
except those in 12 cats and 7 monkeys, 
have been confirmed by serial microscopic 
sections. 


SUMMARY OF RESULTS 


Despite inevitable variations in site, 
blood supply and other factors, lesions in 
the various regions produced specific 
effects described elsewhere(2). However, 
the following generalized behavior changes 
could also be observed in most of the 
operated animals : (a) partial disorganiza- 
tion of previous learning, including ameli- 
oration of neurotic patterns; (b) di- 
minished adaptability, leading to impaired 
problem solving and social] adjustments, 
(c) “affective” changes, with lowered 
startle and withdrawal thresholds; and 
(d) increased susceptibility to adaptational 
conflicts. The nature, intensity and per- 
sistence of these effects were highly de- 
pendent on each animal’s pre-operative 
training patterns and experiences, and were 
also significantly influenced by variations 
in its post-operative treatment. These fac- 
tors may be briefly reviewed as follows : 

Effect of pre-operative experiences. As 
previously reported(2), characteristic traits 
tended to be preserved or even accentuated 
by cerebral lesions, i.e., patterns such as 
excessive caution, dependency or belliger- 
ence persisted after any brain surgery. For 
example, 6 cats and 6 monkeys which had 
shown deficient exploratory problem-solv- 
ing, and socializing behavior during 12 to 
18 months of neurosis, remained subnormal 
in these respects for 2 years after lesions 
in the amygdalae, the frontal lobes or the 
mediodorsal thalamic nuclei, even though 
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the animals with amygdaloid lesions be- 
came typically hypersexual and the loboto- 
mized ones showed characteristic hyper- 
activity. 

Effect of postoperative treatment. When 
the operated animals were isolated from 
laboratory experiences for periods of 4 to 
5 weeks, many of them, as previously 
reported, showed a temporary or permanent 
impairment of their learned skills and social 
patterns. We have since found that mon- 
keys—particularly those with lesions in the 
cingulate areas—which had not shown these 
effects after short periods of relative in- 
activity, did so when the imposed inactivity 
was extended to 10 or 12 weeks. (Fig. 1.) 
In further illustration of the effects of 
social setting, it was noted that unoperated 
monkeys usually confined their quarrels 
or attacks to specific cagemates or neigh- 
bors ; in contrast, such hostilities in animals 
with cerebral lesions, once started, tended 


to generalize to many or all other animals 
in the colony unless the operated animals 
were paired with only the most congenial 
or unassailable of partners. (Fig. 2.) 
Comparison between neo- and paleo- 
cortical lesions. In view of certain current 
theories which hold that “emotions,” iso- 
lated from the behavior of which they are 
a part, may largely be mediated by the 
paleo- and sub-cortical areas of the brain, 
it is significant that our data on the effects 
of partial or almost complete lesions of 
the amgdaloid area and/or adjacent tem- 
poral regions with amygdaloid connections 
indicate that differences between the neo- 
and paleo-cortical groups are mainly 
quantitative and not statistically significant. 


DIscussION 


The experimentalist, the clinician, and 
more recently, the “psychopharmacologist” 
(3), have too often been exclusively con- 


Figure 1. 


Effects of Successive Periods of Relative Isolation on the Learning 


Scores and Sociability or Aggression Ratings for Cats and Monkeys 
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cerned with the “specific” actions of various 
drugs or cerebral lesions and have tended 
to disregard the possibility that the ensuing 
effects likewise depend on the unique physi- 
ological, psychological and experiential 
background of each subject. Unfortunately, 
this tendency can result in misleading over- 
simplifications ; for example, Hebb(4) has 
shown that some of our concepts of frontal 
lobe functions have been derived not so 
much from experimental data as from our 
yearning after facile theories and systema- 
tizations. And yet, even in the laboratory 
not only minor variations in anatomy and 
surgical technique but even more subtle 
differences in (a) the constitution and 
experiences of each animal and (b) its 
necessarily different handling by and in- 
teraction with each experimenter may 
greatly alter the results. To analyze, weigh 
and reassemble these factors takes thor- 
oughness, thought and time, but without 
these no premise can be truly tested. 


Otherwise, comprehensive theories are 
necessarily based largely on speculation, on 
the use of selected data, or on inadequately 
analyzed inferential procedures. 


SUMMARY 


The individual and group reactions, 
learning techniques and capacities, and 
neurotic and drug-influenced behavior pat- 
terns of 64 cats and 49 monkeys were 
studied from 30 to 75 months before and 
after the implantation of lesions in 10 neo-, 
paleo- and sub-cortical brain areas. The 
data suggest that : 

1. There are effects specific to each lesion 
despite inevitable variation in site, 
altered blood supply, etc. 

2. There are a number of general changes 
common to lesions in several different 
areas. 

. The effects of any lesion are highly 
relatable to pre-operative characteris- 
tics and acquired patterns of behavior. 


Figure 2. Frequency of Inter-animal Aggressions after 
Cerebral Lesions for Two Monkeys 
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* At no time did we have uncongenial animals living together for more than a few days. 
Preoperatively this brief interval made no difference in inter-animal aggressions, in contrast 
to the postoperative data presented here. 
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4. The effects are further dependent on 
the nature of post-operative treat- 
ment and experience. 
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UNDERGRADUATE PSYCHIATRIC EDUCATION 
AS REFLECTED IN FINAL EXAMINATIONS ' 


CHARLES WATKINS, M.D. ann EDWARD KNIGHT, M.D.* 


This survey came about as a direct result 
of discussions by participants at the meet- 
ing of the Association of Southern Psychi- 
atry Professors in December, 1956. These 
discussions clearly indicated that a high 
proportion of the participants were con- 
cerned as to what general course, if any, 
psychiatric education was taking at this 
time. The reason for this concern was the 
fear that their own programs might in some 
way be failing to utilize techniques or to 
include material of generally recognized 
value. Methods of evaluating results of 
teaching were also of concern. 

As this anxiety was also held in our own 
department, we began to study possible 
methods of obtaining information about 
psychiatric education in general. 

It became clear that if such a study was 
to be made, certain definite decisions as to 
limits must be decided upon. The first de- 
cision was that any study undertaken at 
this point should be a fact-finding one : no 
attempt to evaluate as to the suitability of 
content should be made. Our next decision 
concerned whether to attempt a direct or 
an inferential study of the curriculum of 
various schools. 

The direct method of study involving 
visits to various medical schools offers very 
definite advantages. This type of study 
would give the investigator an opportunity 
to observe the actual teaching program be- 
ing carried out, to discuss the program with 
both the non-participating and participat- 
ing faculty, as well as with students and 
possibly with recent graduates. It is gener- 
ally recognized that members of the de- 
partment frequently do not have the same 


impression as to what they are teaching as — 


do members of other departments and stu- 
dents.. This method would involve consider- 
able expenditure of time and money. 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 

2 Department of Psychiatry and Neurology, Louisi- 


ana State University, School of Medicine, New 


Orleans, La. 


Unless it were conducted by a relatively 
large group of workers the time involved 
in the survey would allow for considerable 
modification in the teaching program be- 
tween the time the first school was visited 
and the last. We felt that this method was 
impractical at this time and chose the in- 
direct or inferential method of studying 
the teaching program. 

A relatively simple type of survey could 
have been conducted by studying the out- 
lines of the courses which are contained in 
the official school catalogues. Included in 
the usual catalogue are not only the hours 
allocated to the department, but a break- 
down of hours by year and by title of 
course, and in most cases, comments as to 
the content of the course. There are excep- 
tions to this, however, in that some schools 
do not list in the catalogue the number of 
hours various courses are taught. A disad- 
vantage to this method is that the actual 
teaching schedule is frequently at variance 
to the time and title as outlined in the 
catalogue. 

A third method of surveying content 
would be by the use of mimeographed ma- 
terial that is given to students. This would 
include lectures, bibliographies, and various 
other teaching aids. We felt that this would 
be a considerably more precise measure of 
the course than catalogue information, but 
that it would have a number of inherent dis- 
advantages, one being that the material 
would in many instances be incomplete. It 
is frequently difficult to collect all of the 
material that is passed out to students 
during their teaching year after the courses 
have been organized or completed. 

We finally decided upon written exami- 
nations as our subject of study. A study 
of this type is clearly only a tentative step 
toward a comprehensive survey of psychi- 
atric education and we are offering this re- 
port in that light. 

Questions asked on final examinations are, 
to some extent at least, a reflection of the 
general content of the courses they are de- 
signed to evaluate. There are certain serious 
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defects in the use of examination questions, 
however. Some schools do not give written 
examinations. Frequently the course grade 
is determined primarily by the clinical 
work, and examinations are given only to 
comply with university regulations. In such 
instances, the examinations tend to be brief 
and reflect little the nature of the course. 
Finally, there appears to be some reluctance 
on the part of psychiatrists to give compre- 
hensive written examinations. In addition to 
the information obtained about content we 
felt that we might be able to arrive at some 
tentative conclusions about the attitudes of 
psychiatric educators toward examinations. 

In spite of these disadvantages, certain 
advantages become evident. One is the fact 
that if the request for examination questions 
could reach the department at about the 
time of examination there should be a 
high probability of a response. Of the 
schools that did respond, it would be pos- 
sible to check the examination questions 
against the curriculum as listed in the 
catalogue to determine whether or not the 
response appeared to be complete for the 
entire teaching program. Examination ques- 
tions give us definite objective data that 
we could assess and readily quantify. 

To collect the data we used as reference 
the directory of the Association of American 
Medical Colleges. All departments of psy- 
chiatry listed in it with the exception of the 
graduate departments were contacted. Let- 
ters were written to the department chair- 
men outlining our project and requesting 
that they send us copies of examinations 
given to their medical students during the 
year 1957. The letter was mailed late in 
May so that it would reach the schools at 
about the time of final examination. 

In this study we are using information 

obtained from the 4-year medical schools 
in the United States and in Puerto Rico. It 
was felt that the inclusion of the Canadian 
schools might shift our results because of 
the difference in curriculum planning in 
Canada. Material from the 2 year schools 
will be reported later. 
Number of U. S. Schools Contacted 78 
Total Number of Responses 63 
Responses from Two Year Schools 2 
Responses Which Did Not Include Com- 


plete Sets of Questions 6 
Total Number of Schools Included in Survey 55 


The geographic distribution of schools 
used in survey is as follows: Eastern 17, 
Southern 16, Mid Western 16, Far West- 
ern 6. 

In a previous report submitted to the 
Association of Southern Psychiatry Pro- 
fessors in January, 1958, we reported on 
the formal structure of the final examina- 
tion in psychiatry. That report dealt with 
the use of objective and subjective ques- 
tions, the use of the case report in the final 
examination and with the integration of the 
various disciplines in the examination, as 
well as with other aspects of formal struc- 
ture. 

Note was made upon the increase, or lack 
of increase of complexity of the examination 
during the 4 years. 

Courses and examinations were given as 
follows : 


4 3 2 
Years Years Years 
Courses taught 49 5 1 


Written examinations 
given 6 3 


Of the total of 137 sets of examinations 
the distribution and the number of ques- 
tions by year was as follows : 


1 
Year None 


Ist 2nd 
Year Year 


Examination 41 46 
Questions 1212 753 


From these figures it is apparent that 
examinations are given most frequently in 
the first 2 years. The reliance upon the ex- 
amination is much less during the clinical 
years when the student has a greater 
amount of personal contact with the teach- 
ing staff. 

It is also obvious from these figures that 
any numerical breakdown of type questions 
has only relative value in the light of the 
total time allocated to the course. The short 
18-32 hour lecture course in the first year 
was more likely to end with a final examina- 
tion than was the much longer course 
offered in the third and fourth year. 

The examinations of the individual 
schools were studied by year rather than as 
a whole because of the realization that the 
difference in hours and examination fre- 
quency necessitated this. 

In our analysis of the questions, we used 
a somewhat arbitrary and unrealistically 
distinct breakdown in various categories of 


lp 
|) 
ige 
or 
ie 
| 
oes 
« 
3rd 4th 
Year Year 
809 335 
4 
Ae 
- 
: 
“4 
| 


1959 | 


CHARLES WATKINS AND EDWARD KNIGHT 57 


subject matter. The questions were placed 
in the following categories : basic science, 
clinical, interdisciplinary. 

Basic Science Questions were those con- 
sidered to be related primarily to the area 
of normal development and function of the 
organism, even under stress. Questions were 
not considered to be in this category if they 
were clearly associated with clinical syn- 
dromes or symptoms. For example, a ques- 
tion related to the vicissitudes of the child 
during the anal period was considered to 
be basic science, while a discussion of the 
relationship of neurotic symptomatology 
to experiences undergone during the anal 
period was considered to be clinical. 

Clinical Questions were those considered 
to be related to clearly stated medical 
problems, either as to understanding, de- 
scription or management. 

Interdisciplinary Questions were those 
which clearly recognized the role of the 
related disciplines, medical or otherwise in 
the care of the emotionally ill. 

The groups were further subdivided in 
the following manner : 

Basic Science 
a. Psychodynamic 
b. Other psychological theory 
c. Cultural 
d. Neurophysiological 
Clinical 
a. Psychodynamic psychopathology 
b. Descriptive diagnosis 
c. Practical management 

In addition, the clinical questions were 
evaluated as to whether they appeared to 
be related to psychiatry as a speciality or 
to the practice of medicine with a recogni- 
tion and management of emotional prob- 
lems by the nonpsychiatrist. 

We quantified the material in the fol- 
lowing manner. Examinations which seemed 
strongly oriented toward a particular em- 
phasis were marked 2+. Sets with moderate 
or minimal emphasis were 1+-. Those where 
we felt little or no emphasis were left blank. 

The breakdown of the major points of 
emphasis using this rating scale and the 
concensus of two raters is shown in the 
table at the top of the next column. 

It is clear that even in the first 2 years 
there is a strong emphasis upon the clinical 
aspects of behavior and some emphasis 


Basic Science 2nd 3rd & 4th 
Year Year 

Psychodynamic 27 
Psychological theory (other) 8 
Cultural 11 
Neurophysiological 14 

Clinical 
Psychodynamic psychopathology 57 
Descriptive diagnosis 51 
Practical management 3 17 


upon clinical management. It is worthy of 
note that the frequency with which the 
examinations were worded in psychoan- 
alytic terminology decreased from 39 in the 
first 2 years to 15 in the clinical years. The 
total number of questions involving inter- 
viewing techniques and processes was 11 
for the entire 4 years, most of which were in 
the second and third year. 

General medical and nonspecialist clin- 
ical management totaled 50 in the first 2 
years, whereas there were 40 points of 
emphasis in the third and fourth year. This 
must be evaluated in the light of the fact 
that there were fewer examinations given 
in the clinical years than the preclinical. 

Relatively little emphasis was placed 
upon the care of the hospitalized psychotic, 
although most schools clearly indicated that 
the student was acquainted in general with 
this type patient. 

There was little evidence of integrated 
team orientation throughout the examina- 
tions. Clinical psychological questions were 
frequently clearly separated from the psy- 
chiatric questions. The recognition of the 
role of the social worker and the psychiatric 
nurse was notably ignored in most in- 
stances. 

It is interesting to note the relatively 
small number of examinations that give 
direct evidence of an expected personal 
growth change in the student as part of the 
study of human behavior. There was prac- 
tically nothing involving group dynamics 
or group theory and very little pertaining 
to the psychological aspects of hospital 
administration. 

The emphasis as far as age distribution is 
concerned is primarily on the adult, with a 
relatively high emphasis on children and 
adolescents, and a relatively slight emphasis 
on geriatric problems. 

In going over the examinations we found 
that there appeared to be no notable em- 
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phasis in any one geographic area. In 
general the range of subject matter ap- 
peared to be fairly uniform throughout the 
country. In a small proportion of the ex- 
aminations there was clear evidence of 
local orientation. These were worded in 
such a way that an outsider was unable to 
answer because of lack of familiarity with 
the semantics involved. 


SUMMARY AND CONCLUSIONS 


Only general suppositions can emerge 
from a survey of this sort with regard to 
content of the examinations. These are : 
There is a definite trend in the direction of 
teaching human behavior as a basic science. 
It seems to be implemented by the use of 
clinical material rather than basic psycho- 
logical, cultural and neurophysiological 
data. Human behavior as a basic science is 
often approached by simply teaching the 
standardized conventional psychoanalytic 
theory of personality development, without 
adequately relating this approach to cul- 
tural and biological factors. 

There is some hint of a peculiar dilemma 
facing psychiatric educators. Clinical psy- 
choanalytic material was used to outline 
basic science phenomena. In clinical han- 
dling of patients these same principles 
could not be directly applied with ease, 
thus the handling of patients was by the 
usual pragmatic psychiatric methods. It is 
probable that this occurs because intensive 
psychotherapy is not usually possible dur- 
ing medical training. Therefore basic psy- 
choanalytic science was not really integrat- 
ed with clinical practice even though clin- 
ical analytic material was used in first two 
years. 


DISCUSSION 


Kenneth E. Appel, M.D. (Philadelphia, 
Pa.)—There are many reasons, for the dis- 
satisfactions of teachers of psychiatry with 
their instruction and its absorption and 
comprehension. The G.A.P. report on psy- 
chiatric education forms an excellent orien- 
tation as does the book from the Cornel 
Conference, edited by Whitehorn. 

Drs. Watkins and Knight’s paper repre- 


sents another method of evaluating under- 
graduate psychiatric education : through a 
study of final examinations. General trends 
appear in the study of 55 medical schools. 
Courses are taught in many schools in all 
4 years. This is progress. 

Examinations are given mostly in the first 
2 years. The lessened frequency of examina- 
tions in the last 2 years poses certain ques- 
tions. What are the reasons for this ? Ex- 
aminations are held in the other branches 
of clinical medicine. Is it felt there is not 
enough solid substance on which to ex- 
amine ? Is the staff not large enough ade- 
quately to deal with examinations in the 
latter years P Is there so much of a mixture 
of clinical material in the first years when 
basic science is to be taught that the ques- 
tion basket is drained dry ? 

It would seem to us that the study points 
to the importance of revamping teaching 
in the first 2 years. Human behavior can be 
taught as basic science, bringing in experi- 
mental] literature and experimental demon- 
strations, whether from physiology, chem- 
istry, psychology, sociology, or cultural 
anthropology. There is enough experimen- 
tal and basic science literature at hand 
which correlates well with the other basic 
science courses in the technical school cur- 
riculum, It seems to us that bringing the 
students into vital contact with the re- 
search work going on in basic psychiatry 
would not only vitalize psychiatry but 
awaken responses in medical students to 
the fascinating challenges our science pre- 
sents today, and thus develop recruits. 

Many disquieting observations were 
made in the paper—one of them was the 
evidence of so little attention being paid to 
interviewing techniques and processes. This 
is important not only for the psychiatrist 
but for all practitioners of medicine in order 
to evaluate emotional and stress factors 
which are so common in the practice of 
medicine today. 

Calling attention to defects will call to 
mind remedies and further discussions of 
professors of psychiatry, and let us hope 
they will not be limited to the Southern pro- 
fessors. 
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EMOTIONAL CONTENT OF SUICIDE NOTES ' 


JACOB TUCKMAN, Pu.D.,? ROBERT J. KLEINER, Pu.D.,’ 
anp MARTHA LAVELL, M.S.S.? 


Suicide, a subject for study, conjecture, 
and research throughout the ages, has been 
explained from many different viewpoints. 
Menninger utilizes the concept of self- 
directed aggression and amplifies it into 
a hypothesis which explains suicide as 
mainly the result of intrapsychic factors. 
He believes that suicide involves 3 moti- 
vational components, the wish to kill, the 
wish to be killed, and the wish to die, “de- 
riving from primary impulses of destruc- 
tion’(1). Fenichel explains suicide as a 
function of hostility directed against the 
self because “of a punishing superego that 
prevents expression of hostility”’(2). Other 
writers subscribing to the relation between 
hostility and suicide give slightly different 
explanations of the source, direction, and 
intensity of hostility. 

In classifying theories of suicide according 
to the various emphases given to the under- 
lying motives of the suicidal act, Jackson 
mentions not only self-directed aggression 
but also (a) rebirth and restitution and 
(b) despair, loss of self-esteem, and the 
real or imagined loss of the love object(3). 

Since hostility is an integral part of many 
theories, the purpose of this study is to test 
the hypothesis that suicide is a function of 
hostility. The relationship between affect 
and method of suicide as well as the social 
characteristics of the suicide will also be 
analyzed. The approach is one employed 
by Schneidman and Farberow(4), who 
analyzed the content of the suicide note, 
the last recorded verbal expression of the 
suicide. The significance of the note is 
based on the premise that its content repre- 
sents the thoughts and affect of the suicide 
at the time of note writing and death. In 
effect the note is a projective product of 
the suicide’s mind : the situation is totally 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 

2 Division of Mental Health, Department of Public 
Health, Philadelphia, Pa. 

3 Eastern Pennsylvania Psychiatric Institute, Phila- 
delphia, Pa. 


unstructured since no request has been 
made of the individual to produce a note 
and there are no norms to guide him about 
its content. 


PROCEDURE AND RESULTS 

In connection with an epidemiological 
study of 742 deaths classified as suicide by 
the Office of the Medical Examiner in 
Philadelphia over the period from 1951- 
1955(5), it was found that notes had been 
left by 24% of the group. A comparison of 
those who left notes with those who did 
not showed no significant difference be- 
tween the two groups with respect to 
age, race, sex, employment, marital status, 
physical condition, mental condition, his- 
tory of mental illness, place of suicide, 
reported causes or unusual circumstances 
preceding the suicide, medical care and 
supervision, and history of previous attempts 
or threats. However, there was a significant 
difference between the two groups in the 
method of suicide. Eighteen percent of 
those who left notes, compared with 8% 
of those who did not, used poison. Twenty- 
nine percent of those with notes, compared 
with 19% of those without notes, used fire- 
arms. Forty percent of those who did not 
leave notes, compared with 31% of those 
who did, hanged themselves. These find- 
ings about the lack of difference between 
those who left notes and those who did 
not are similar to those in the study by 
Schneidman and Farberow(6) which re- 
ported, however, a lower percentage of note 
writers (15%) than in this study. 

The records in the Medical Examiner's 
Office showed that, of 178 individuals who 
left notes, it was possible to locate notes 
left by 165, the loss being due to admin- 
istrative difficulties. Of this number, 35% 
were women ; 7% were nonwhite. The group 
ranged in age from 16 to 83 years, with a 
median age of 54.5. 

The notes varied in length from a few 
words to several pages. Some were 
scribbled in pencil on a scrap of paper ; 
others were written on hotel or personal 
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stationery ; and one had been found on a 
dictaphone cylinder. Some notes bore defi- 
nite salutations to relatives, friends, or 
police ; others were not addressed to any 
specific person. Most notes bore a signa- 
ture. Almost all had been left near the 
scene of the suicide or in a few cases on the 
person ; others had been mailed to relatives 
and friends. With few exceptions, the notes 
were legible and coherent. 

Thirty percent of the notes gave no clue 
about the reason for suicide. Nineteen per- 
cent gave physical illness as the reason ; 
11% referred to some aspect of mental dis- 
turbance ; 11% mentioned marital difficulty 
or family discord ; 11% gave vague reasons 
indicating that life was intolerable, e.g., 
“couldn't stand it any longer,” “no way out,” 
“hell on earth,” “sick of everything.” Four 
percent made reference to financial diffi- 
culty ; 2% mentioned death of relatives ; 
and 4% gave various combinations of poor 
physical and mental health, financial diffi- 
culty, and death of relatives. Eight percent 
gave reasons not readily classifiable. 

Seventy percent of the group left only 
one note, 19% left 2, 6% left 3, and 
6% left 4 to 6 notes, making a total of 247 
notes. However, for the purposes of this 
study, all notes written by any one person 
were treated as one. The reasons were : 
first, in many cases, the distinction between 
singular and multiple notes was only ap- 
parent since a single note might carry 
messages to more than one person ; second, 
it seemed more meaningful psychologically 
to consider the notes left by each person as 
a whole rather than separately. Thus, the 
number of notes referred to hereafter will 
be 165 instead of 247. 

A preliminary content analysis of 27 notes 
selected at random suggested the follow- 
ing categories into which the notes could 
be classified according to affect, with hos- 
tility at one end of the scale and positive 
feeling at the other. Examples of notes in 
each category are given, with salutations 
and signatures omitted. 

1. Hostility Directed Outward. 

I hate you and all of your family and I hope 
you never have a piece of mind. I hope I 
haunt this house as long as you live here and 
I wish you all the bad luck in the world. 


2. Hostility Directed Inward. 

I know at last what I have to do, I pray 
to God to forgive me for all the many sins I 
have committed and for all the many people 
I have wronged, I no longer have the strength 
to go on, what I am about to do might seem 
wrong to a lot of people, but I don’t think 
so, I have given it plenty of sober consider- 
ation. 

3. Neutral Affect. 

Everything I own goes to Miss 
in case of my death. 
4. Positive Affect. 

Please forgive me and please forget me, I'll 
always love you. All I have was yours. No one 
ever did more for me than you, oh please 
pray for me please. 


5. Combination of Outward-Directed Hos- 
tility and Positive Affect. 

I am sorry I have to take this way out. But 
you can see there’s no other way. She would 
just give me and the kids a hard time for the 
rest of our lives, also the club deal is away 
out of my hands contact S--—— about the 
Girls and the M ——s about B . 
All the money I have in the world is here. 
May God Bless you and your family and 
may he look after mine. 

May she rot in hell with me. 


6. Combination of Inward-Directed Hos- 
tility and Positive Affect. 

I am at the end of a rotten, stinking low 
life—What I have done in the last five years 
of my miserable life is even to much for me— 
I blame no one but myself—for if I was just 
a half a man with just a spark of decency 
in me—all this wouldn’t have happened to me 
—I admit that I was pushed into it or should 
I say taken by the hand like a child interduced 
to a new toy—from then on I was on my own 
I lied and cheated and stold and borrowed 
from a cent on up—I did not draw the line on 
anything or anybody— 

My Dear Sister I love you and B———— more 
than life itself-I have brought shame and 
heartaches for you both—Doing what I am 
about to do is the only decent thing that I can 
do with this miserable life—You see Sis you 
alone was the only one who understood what 
had happened to me—When I came back to 
being a free man once again I was determined 
and full of hope that this time I was going 
to make it—to put down on paper the obstacles 
and hazards that I had to over come would 
take me a week—small things like being shook 
down for what I happened to have in my 
pocket—pulled out of the movies and being 
embarrassed by rolling up sleeves—you see I 
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needed help in a lot of ways—The main thing 
was a job—I believe that if I had a fairly good 
job I would have made it—That was the big- 
gest assist I needed but it never happined. 
J———— —you are a swell guy—an ace—to you 
I couldn’t explain and make you understand 
why I did what I did. 

Whats the use or to what purpose am I 
living—I pray to God to let me take my life. 


The notes were classified independently 
by 4 raters* according to the categories 
outlined above. In 48% of the cases there 
was complete agreement among the 4 
raters ; in another 30% of the cases there was 
agreement among 3. Using the paired- 
comparison method, the amount of agree- 
ment between any two raters varied from 
70% to 84%. The average percentage of 
agreement was 77%. It is noteworthy that 
the amount of agreement was so high 
among raters from 3 different disciplines. 

The classifications of the notes showed 
little hostility in pure form. Using the av- 
erage of the 4 raters, outward-directed hos- 
tility was evident in only 5% of the notes 
and inward-directed hostility in 1%. More 
frequently, hostility appeared in combina- 
tion with positive affect. Nine percent of 
the notes showed a combination of out- 
ward-directed hostility and positive affect ; 
7% showed inward-directed hostility and 
positive affect ; and 2% showed a combi- 
nation of the three. Considering all notes 
in which hostility was evident, in its 
pure form or in combination with positive 
affect, the data indicate that hostility is 
characteristic of 24% of the notes. By con- 
trast, 51% of the notes were classified as 
expressing positive affect without hostility 
and 25% as neutral affect. The variation 
among the 4 raters was less for hostility 
(range between 22% and 28%) than for posi- 
tive affect (39%-59%) and for neutral affect 
(18%-32%). 

For purposes of relating affect to the 
personal and social characteristics of note 
writers as obtained from the medical ex- 
aminer’s records, it was necessary to arrive 
at one rating for each note. Accordingly, 
the raters jointly reviewed any notes on 
which agreement was less than 75% in 
order to reach a consensus. Each note was 


4The 4 raters included a psychiatrist in addition 
to the 3 authors. 


then placed in one of the 3 categories : posi- 
tive, neutral, or hostile affect. 

There were significant age differences 
with respect to affect (Table 1). For those 
aged less than 45 years, 28% of the notes 
were hostile, 63% positive, and 9% neutral ; 
but for those aged 45 and over, 16% were 
hostile, 49% positive, and 35% neutral. Thus 
both extremes of affect decreased with age, 
but hostility showed more decline. 


TABLE 1 


AFFECT IN NoTE AND AGE OF SUICIDE 
Under 45 years 45 years and over 


n—54 n=111 
% % 
Hostile 28 16 
Positive 63 49 
Neutral 35 
x?—=20.11 P<.001 


Affect 


9 
df=—2 


Affect also differed significantly accord- 
ing to marital status (Table 2). In general, 
there was little difference among single, 
married, and widowed, except that married 
individuals showed somewhat greater pos- 
itive affect. As might be expected, hostility 
was most evident in the separated and di- 
vorced individuals. For this group the 
notes showed hostility in 43% of the cases, 
compared with 12% to 16% in the single, 
married, and widowed. 


TABLE 2 


AFFECT IN NOTE AND ManiraL STATUS 
OF SUICIDE 
Separated 


or 
Single Married Widowed divorced 
n=33 n=71 n=3l 
% % % % 
Hostile 12 15 16 43 
Positive 52 63 52 33 
Neutral 36 21 32 23 
x?=5.53 d f—6 P—.02 


Aftect 


No relationship was found between affect 
and sex, and between affect and method of 
suicide. For some factors such as physical 
health, mental health, medical supervision, 
and history of mental illness, where infor- 
mation was lacking in a large number of 
cases, and for other factors such as race, 
living arrangements, and motivational con- 
tent of the note where the data were too 
fragile, no statistical tests were made. 
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DISCUSSION 


The hypothesis that suicide stems solely 
from hostility is not supported by the con- 
tent of the notes. Actually, there is a range 
of affect from positive feeling tone found in 
half the notes, through neutral feelings 
found in 25%, to hostility found also in 25%. 
The assumption is that the manifest emo- 
tional content of the note represents the 
true emotions of the individual at the time 
of suicide. The notes with few exceptions 
seem to be very coherent, clear, and to 
the point, and not covering up or fabri- 
cating, but rather show a ring of finality 
and a tendency to sum up life’s experiences. 

The finding of a range of affect in the 
notes seems to suggest a multiplicity of fac- 
tors in suicide. There is an interplay of emo- 
tional conflicts and reality frustrations but 
the pattern of the interplay varies with age. 
In the younger suicide, interpersonal and 
intrapsychic conflict may create or intensify 
environmental stresses, whereas in the 
older suicide such conflict stems more from 
reality problems such as old age, reduced 
income, or poor physical health, i.e., factors 
beyond his control. 

In this study the writers were impressed 
with the possibility that in a number of 
cases the suicide could have resulted from 
a conscious, “rational” decision reached by 
weighing the pros and cons of continuing 
to live, although to a lesser extent uncon- 
scious factors may have been operating. 
Particularly in the older age groups there 
appears to be loss of morale in the light 
of physical illness or economic plight, and 
a desire to achieve a tensionless worry- 
free state. The wish for relief from dis- 
satisfying life experiences becomes so 
strong that thoughts are not of self-destruc- 
tion but of relief from extreme discomfort. 
Jackson also makes the point that “suicide 
is a symptomatic act, not a discrete entity.” 
He further postulates a continuum : “at one 
extreme would be the ‘irrational’ suicide 
who kills himself entirely because of inner 
emotional make-up, while at the other 
extreme would be a ‘rational’ suicide who 
destroys himself because of external con- 
ditions; in between would be the ‘neu- 
rotic suicide’ under some daily emotional 
strain and the lonely aged person. Thus 
suicide can be viewed as a combination of 


the individual’s inner emotional make-up 
and external stress or extreme social pres- 
sures—a concatenation of ‘psychic forces’ 
and ‘environmental factors’ ”(3). 

Organized society is opposed to suicide, 
as it is the antithesis of racial preservation 
and also because it allows a loophole by 
which individuals can escape from the 
authority of the state and the church. 
Suicide has been regarded as a sin and a 
crime in many cultures, some of which have 
punished it by such means as mutilating 
the corpse. It is small wonder, then, that 
suicide is often considered an “irrational” 
act derived largely from unconscious (hos- 
tile) impulses. 

The finding of positive sentiments in half 
the notes suggests that suicidal individuals 
can be worked with toward a resolution of 
their problems, with their positive feel- 
ings providing an important motivational 
force. This has implications for preventive 
programs. There is evidence in the litera- 
ture that a substantial number of those 
committing suicide had made previous 
suicidal attempts or threats(7) or had 
shown other evidence suggesting a suicidal 
tendency. Consequently, when these in- 
dividuals are identified and referred for 
appropriate psychiatric care, the recogni- 
tion of the presence of positive affect may 
indicate a more favorable prognosis than 
hitherto realized. 


SUMMARY AND CONCLUSIONS 


1. An analysis was made of the emotional 
content of notes left by 165 suicides in 
Philadelphia over a 5-year period. Over 
half the notes showed such positive affect 
as gratitude, affection, and concern for 
the welfare of others, while only 24% ex- 
pressed hostile or negative feelings directed 
toward themselves or the outside world, 
and 25% were completely neutral in affect. 

2. Persons aged 45 and over showed less 
affect than those under 45, with a con- 
comitant increase in neutral affect. 

3. Persons who were separated or di- 
vorced showed more hostility than those 
single, married, or widowed. 

4. It is believed that these findings have 
certain implications for further understand- 
ing of suicide and ultimate steps toward 
prevention. The recognition that positive 


A 
+ 
ie) 


1959 ] 


JACOB TUCKMAN, ROBERT J. KLEINER AND MARTHA LAVELL 63 


or neutral feelings are present in the ma- 
jority of cases should lead to a more prom- 
ising outlook in the care and treatment of 
potential suicides if they can be identified. 
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CLINICAL NOTES 


PHENELZINE' AND ECT IN THE TREATMENT OF DEPRESSIONS 


PETER D. KING, M.D.” 


Twenty-five patients with depression who 
entered this hospital on the female service 
were assigned alternately to Phenelzine and 
ECT. Diagnosis was made at an admission 
staff meeting several days after admission 
and was reviewed at diagnostic staff sev- 
eral weeks later. Nine of the patients had 
been hospitalized here before. The 25 
patients were classified as follows: manic- 
depressive, depressed—13, involutional psy- 
chotic reaction—6, psychotic depressive 
reaction—l1, (psychoneurotic) depressive 
reaction—4, and schizophrenic reaction, 
paranoid type—l. (This patient had been 
classified as involutional at admission staff, 
but this was changed at diagnostic staff. ) 
Of these, 6 manic-depressives, 4 involu- 
tionals, 2 (neurotic) depressives, and the 
schizophrenic were started on Phenelzine 
and the rest on ECT. 

Phenelzine was given 50 mgm. t.i.d. for 
4 weeks, and if there was no improvement 
it was stopped and the patient given ECT. 
ECT was given daily until persistent con- 
fusion was noted, then it was reduced to 3 
times a week, unless the course had been 
completed. Treatment was given by me on 
the receiving ward, while convalescence 
and release, with a few exceptions, were 
handled by other physicians on other 
wards. During the 6 months of the project, 
there was no known bias until the last 3 
weeks when we became understandably 
skeptical of the efficacy of Phenelzine. 
There has been considerable pressure to 
treat patients rapidly and effectively, so 
that patients who seemed recovered were 
released after several successful trial visits 
at home. Most of them are being seen in the 
outpatient clinic every month or two. Dur- 
ing their hospital stay, all were encouraged 
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to participate in recreation, working as- 
signments, and occupational therapy. 


RESULTS 


1. Thirteen patients were started on 
Phenelzine, but only 2—both neurotic de- 
pressive reactions—recovered and are at 
home. Two are on the drug now, but have 
failed to respond, and 8 failed to respond 
and were put on ECT. 

2. An average of 13 treatments was given 
to the patients who completed ECT. Of the 
12 who started on ECT and the 8 put on 
ECT after failure of Phenelzine, 10 have 
recovered and gone home, 3 are on ECT 
now, and 6 are in convalscence from ECT. 

3. The average length of hospital stay 
was 73 days for patients begun on Phenel- 
zine and 61 days for patients begun on 
ECT. The difference of 12 days is not sig- 
nificant, but I am sure that with a larger 
number of cases it would become so. 

4. One patient in each group died ; the 
one started on Phenelzine had shown some 
improvement so it was continued beyond 
the 4 week period. However, an acute 
myocardial infarction caused her death. An 
autopsy was done and the case was dis- 
cussed at C.P.C.; it was felt that Phenel- 
zine was not responsible for her death. The 
other patient had failed to respond to ECT 
and had been given Phenelzine. Forty-five 
days after starting the drug she died of 
bronchopneumonia and hemorrhagic gas- 
tritis. Autopsy permission was not granted. 
One patient on Phenelzine developed non- 
thrombocytopenic purpura of the legs and 
trunk with a positive “tourniquet test 23 
days after starting the drug. Phenelzine was 
stopped and ECT begun, after which the 
purpura cleared. 

5. One patient on Phenelzine was quite 
suicidal, so the drug was stopped and ECT 
started after ten days. Patients with hyper- 
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tension showed a drop in blood pressure 
after 2 to 3 weeks on Phenelzine. No patient 
showed evidence of liver damage. 

In summary, even now ECT is shown to 
be significantly superior (p<.02) to 
Phenelzine in our hospital treatment of 
depressive reactions. Indeed this study 


raises the question as to whether Phenel- 
zine is of any benefit in depression. It may 
be, of course, that a trial longer than 4 
weeks is required to see an effect. However 
the safety and efficacy of ECT in hospital- 
ized depressions render a longer trial on 
this drug impractical. 


THE PHRENOTROPIC ACTION OF TRILAFON (PERPHENAZINE ) 
IN 323 NEUROPSYCHIATRIC PATIENTS 


VERONICA N. PENNINGTON, M.D. ? 


Trilafon (perphenazine ) is an amino de- 
rivative of chlorphenothiazine. Studies of its 
acute and chronic toxicity in animals re- 
vealed it to be only two-thirds as toxic as 
Thorazine (chlorpromazine), and its be- 
havioral potency was approximately 7 times 
that of the older analogue. 

Thorazine and reserpine produce tropho- 
tropic predominance and thus enhance 
sedation, reduce muscle tone, decrease sym- 
pathetic activity, and diminish sensitivity 
to internal and external stimuli. Trilafon 
appears to have certain ergotrophic as well 
as trophotropic properties ; the former are 
responsible clinically for the increase in 
initiative, muscle tone, response to sensory 
stimuli, affective response, and locomotor 
activity which frequently follows adminis- 
tration. This action indicates the possible 
influence of the piperazine moiety on nore- 
pinephrine in its transmitting function in 
ergotrophic predominance. 

The chelation of epinephrine with iron 
may be important in mental illness, and 
for this reason we have prescribed supple- 
mentary iron for use with phrenotropic 
drugs. Iron was used with Trilafon in this 
study. 

Trilafon was administered to 323 hos- 
pitalized, female, psychotic and 4 neurotic, 
ambulatory patients. The study extended 
over a period of 34 months. The duration 
of mental illness was under one year in 
7.6%; 1 to 2 years in 8.1%; 2 to 5 years in 
29% ; 5 to 10 years in 18.4%; 10 to 15 years 
in 19%; 15 to 25 years in 15.4%; and 25 to 
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50 years in 1.5%. Most of these patients had 
had shock therapy and previous psycho- 
pharmacotherapy. 

Schizophrenic reaction types constituted 
75% of the group ; the others were the af- 
fective psychoses, chronic brain syndrome, 
senile, epileptic and Huntington’s chorea 
cases, 

Trilafon was administered orally in tab- 
let and concentrate liquid forms, parenteral- 
ly and intravenously. Administered parent- 
erally, Trilafon is considerably more active 
than Thorazine and no systemic or local 
reactions occurred after administration. 

The largest maintainance dose was 96 
mgs. daily ; the smallest 4 mg. in repetab 
form. Unless the repetabs were used, ad- 
ministration was in 3 to 6 divided doses 
daily. Neurotic patients require much less 
medication than do psychotics ; 4 mg. daily 
is often sufficient for improvement. 

Any evidence of side reactions, improve- 
ment or worsening was observed and re- 
corded. Before each subsequent dose of 
medication each patient was closely ob- 
served for side reactions. At the conclusion 
of the study, the premedication evaluation 
of each patient was compared with evalua- 
tions made during the study and after 
therapy to determine the effect of Trilafon. 

Because of close attention to possible side 
effects, especially during the early weeks 
of therapy, full blown parkinsonian syn- 
drome was averted in our series. The most 
common side reactions among our patients 
was a coarse tremor of the fingers and toes. 
Other side reactions included excessive 
drowsiness, drooling, motor restlessness, 
dystonia, ataxia and hypotensive syncope. 
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Fifteen percent of the group had side re- 
actions, which were readily relieved by 
reduction of dosage or temporary with- 
drawal ; 81% showed improvement ; slight, 
27.2% ; considerable, 21.2% ; great improve- 
ment, 33.1%. 

In 60 patients chosen at random the 
blood pressure drop was 12 mm. systolic 
and 9 mm. dyastolic. Tachyphylaxis to this 
slightly hypotensive action of perphenazine 
develops more rapidly than with Thorazine. 

Patients who went home were advised to 
continue their maintainance dose of Trila- 
fon indefinitely and were given the oppor- 
tunity to return for a check-up every 6 
weeks. Few made use of this privilege but 
many who did have been taking Trilafon 
for 3 years with no deleterious results and 
their psychoses continued to be in remis- 


sion, while blood and liver function studies 
remained normal. 

Trilafon repetabs are the preferred form 
of oral medication among both hospitalized 
and out patients because they provide a 
sustained plateau of action, save time for 
nurses, attendants and patients and de- 
crease the possibility of omitting a dose in 
extra-mural care. 

Trilafon, in properly individualized dos- 
age, administered for a sufficient length of 
time, has a most satisfactory therapeutic 
index because of its high potency and rela- 
tively few and benign side reactions. It is 
more active parenterally than orally. Trila- 
fon is effective in a high percentage of 
neuropsychiatric patients, the behavioral 
improvement was 81.5% betterment in this 
study. 


A STUDY OF THE VALUE OF THE FUNKENSTEIN TEST AS AN 
INDICATOR OF THE EFFECTIVENESS OF ATARACTIC DRUGS 


MANFRED BRAUN, M.D., anno SEYMOUR RETTEK, M.D.1 


Thirty patients were tested to observe 
the correlation between their physiological 
response to the Funkenstein test and their 
clinical response to the ataractic drugs, such 
as reserpine, a derivative of Rauwolfia and 
chlorpromazine, a derivative of Phenothia- 
zine. The patients, all males, aged from 20 
to 50 years, were in good physical health 
and diagnosed either as schizophrenics or 
personality disorders in whom anxiety was 
a major symptom. 

The Funkenstein test was given in the 
usual way. 1. Mecholyl 10 mgs. was given 
intravenously under basal conditions one 
day, and epinephrine 0.05 mgs. were given 
intravenously the following day. Each time 
the effect on the blood pressure and the 
time necessary for return to normal were 
measured. This was followed by the ad- 
ministration of chlorpromazine 50 mgs. 
t.id. for 2 weeks, in turn followed by re- 
serpine 0.5 mgs. t.id. for 2 weeks. The 
double blind method (2) was used for 
clinical evaluation which was done both 


vi VA Hospital, Bronx, New York. 


before and after each period of drug ad- 
ministration. 

There were no untoward effects re- 
sulting from the Funkenstein test. Accord- 
ing to the blood pressure response as de- 
scribed by Funkenstein(3), 5 patients were 
mecholyl sensitive and 6 were epinephrine 
sensitive. No patient was found to be sensi- 
tive to mecholyl and epinephrine. Three pa- 
tients showed clinical anxiety upon the ad- 
ministration of mecholyl and 4 showed 
anxiety with the administration of epine- 
phrine, but in no case were they the same 
patients who were either mecholy] or epine- 
phrine sensitive according to the blood 
pressure response. 


RESULTS 

Seven patients showed significant clinical 
improvement with chlorpromazine, one pa- 
tient showed significant clinical improve- 
ment with reserpine, and one became de- 
pressed with the administration of reser- 
pine. The patients who showed a response 
to the drugs were from the group which 
showed neither mecholyl nor epinephrine 
sensitivity. 
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Comparing the results of the response 
to the Funkenstein test with the clinical re- 
sponse to treatment with chlorpromazine 
and reserpine, we found that the test offers 
no prognostic indicator as to the clinical 
effectiveness of either of the two drugs 
tested. An interesting result is that those 
patients who showed no response to the 
Funkenstein test seemed to have the great- 


est improvement with chlorpromazine. Sev- 
en of the 12 patients showed a considerable 
improvement with the drug (See Table 1). 


BIBLIOGRAPHY 
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TABLE 1 


Mecholy] sensitivity 
(according to BP response) 

Epinephrine sensitivity 
(according to BP response) 

Mecholyl induced anxiety 

Epinephrine induced anxiety 

No response to Funkenstein 
test 


Improved with 
Chlorpromazine 


0 0 


Improved with No 
Reserpine Improvement 


Total Number of Patients 


TREATMENT OF AFFECTIVE DEPRESSION WITH 
TRANS-DL-PHENYLCYCLOPROPYLAMINE HYDROCHLORIDE :* 
A PRELIMINARY REPORT 


MAGNUS C. PETERSEN, M.D.” JOHN W. McBRAYER, M.D.® 


Between December 1, 1958, and March 
3, 1959, a total of 52 patients were treated 
with trans-dl-phenylcyclopropylamine hy- 
drochloride at the Rochester (Minnesota ) 
State Hospital. Patients’ ages ranged from 
24 to 85 years (average 54.7 years). All 
were women suffering from affective de- 
pression of various types. Thirty-eight 
were admitted during the specified period, 
in order, 13 were selected patients who had 
not responded to other forms of treatment 
over prolonged periods, and one patient 
was treated entirely on an outpatient basis. 

The compound was given orally, com- 
mencing with 10 mg. twice a day. In most 
cases this dose was sufficient. In a few 
instances it was increased to 10 mg. 3 or 4 


1 This compound was supplied gratis for purposes 
of clinical study, under the designation of “SKF 385,” 
by the Smith Kline & French Laboratories, Philadel- 
phia, Pa. 

2 Rochester State Hosp., Rochester, Minn. 

3 The Mayo Foundation, Rochester, Minn. 


times daily. One patient received 20 mg. 
twice a day. 

At the end of the period 21 patients had 
recovered, 15 were much improved, 6 were 
slightly improved while 7 remained unim- 
proved. In 3 cases the treatment was termi- 
nated before sufficient time for evaluation 
had elapsed. Seventeen patients had been 
dismissed from the hospital and 11 were 
ready for dismissal. Since a number of the 
other patients under treatment were im- 
proving, the result undoubtedly will re 
better as time passes. 

In 8 cases in which the danger of suicide 
was great or the improvement was not 
great after a few days, electrotonic treat- 
ment was administered in addition to the 
medication. In most instances only a few 
electrotonic treatments were necessary. No 
difficulty was encountered with this pro- 
cedure except for prolonged apnea in one 
patient after the first treatment. 

A decrease in blood pressure was noted 
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in all the patients treated. Orthostatic hypo- 
tension developed in one patient. On the 
fourth day of medication, with a dose of 10 
mg. twice a day, this patient complained 
of dizziness. The blood pressure was found 
to be 210 systolic and 90 diastolic, in milli- 
meters of mercury, when she was lying 
down and 110 systolic and 72 diastolic, 
when standing. Use of the medication was 
discontinued immediately, and the hypo- 
tension disappeared within 4 days. 

Insomnia was a universal complaint. A 
mild soporific agent, such as ethchlorvynal 
(placidyl) or diphenhydramine hydrochlo- 
ride (benadryl), given at bedtime, sufficed 
to establish regular sleeping habits within 
a short time. 

Some preliminary electroencephalograph- 
ic observations were made in 5 patients by 
Dr. G, E. Chatrian. In 4 patients no major 
changes were noted between recordings 
before the treatment was commenced and 
tracings after 7 days of medication consist- 
ing of 10 mg. of the drug twice a day. When 
these patients, in whom orthostatic hypo- 
tension did not develop, changed from the 
lying-down to the erect position the record- 
ing often was disturbed by muscular, ocular 
and mechanical artifacts. When the record- 


ing was readable no noticeable slowing was 
observed. Similarly, no slowing of the elec- 
troencephalographic rhythms was observed 
in one patient in whom orthostatic hypo- 
tension developed. In this patient no re- 
cordings were taken before the hypoten- 
sion developed. 

The mental response to treatment with 
the drug usually was very rapid. In many 
instances both depression and agitation 
were greatly diminished within 24 hours, 
and had disappeared altogether within a 
few days. A high percentage of the pa- 
tients could well have been treated entirely 
on an outpatient basis, had we been con- 
versant with the effects of the medication. 
By the same token, many others could have 
been dismissed from the hospital much 
earlier than they were. 

So far, all the patients who have been 
dismissed from the hospital continue to take 
the compound. In some cases the dose has 
been reduced. All are returning to the 
hospital regularly for follow-up studies. 
How long use of the medication should 
be continued or how soon it may safely be 
discontinued will be subjected to further 
study. To the present there has been no 
relapse. 


THE USE OF TRIFLUPROMAZINE WITH IPRONIAZID 
FOR THE TREATMENT OF CHRONIC SCHIZOPHRENIC PATIENTS 


ROGER F. REINHARDT, M.D., SAMUEL B. SCHIFF, M.D. 
anp E, ROBERT SINNETT, Pu.D.! 


This study was undertaken to determine 
whether the combination of triflupromazine 
and iproniazid ? would have more beneficial 
effects upon a group of chronically ill, with- 
drawn, apathetic, and regressed schizo- 
phrenic patients than triflupromazine alone. 
It was hypothesized that iproniazid, a psy- 
chic energizer, might aid in increasing in- 
terest, energy level, and participation in 
activities(1, 2), while triflupromazine, a 
tranquilizer, might decrease the irritation, 
tension, and exacerbation of disturbing 


1VA Hospital, Topeka, Kan. 

2 Triflupromazine was supplied as Vesprin by E. R. 
Squibb & Son, iproniazid as Marsilid by Roche Lab- 
oratories. 


thoughts and feelings which have been 
found to accompany administration of the 
former(3, 4). 


Twenty schizophrenic women were 
paired as to age, depth of regression, chron- 
icity of illness, and apathy. Using the 
double-blind method over a 3 month period, 
triflupromazine and iproniazid were ad- 
ministered to half the patients as the ex- 
perimental group, while triflupromazine 
plus a placebo were given to the control 
group. The patients received no medica- 
tions for 2 weeks prior to the start of the 
project; they were rated on behavioral 
scales before being given the drugs and 
then at 2 week intervals. The initial dosage 
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was 50 mgs. t.id. for each drug, and after 
2 weeks the levels were adjusted as deemed 
necessary for the individual patients. It was 
necessary to discontinue the iproniazid in 
only one instance because of ataxia and 
hypotension. Side effects observed were 
those previously described by other au- 
thors. The ratings were made by the ward 
physician who evaluated accessibility of the 
patients, two nursing assistants who con- 
sidered manageability (5 scales) and so- 
ciability (2 scales), and a corrective thera- 
pist who rated the patients on a dimension 
of involvement in activities. 

There were no statistically reliable dif- 
ferences between the two groups prior to 
medication. Afterwards there was no sig- 
nificant improvement for the experimental 
group in any of the 9 dimensions. For the 
control group, however, significant improve- 
ment occurred on 3 of 9 scales: Dressing, 
Personal Hygiene, and Participation in Ac- 
tivity Program. A cross-comparison of the 
amount of improvement in the experimental 
group vs. the amount of improvement in 
the control group showed statistically re- 
liable more improvement on one scale, 
Participation in Activity Program, and a 
trend toward significantly more improve- 
ment in Dressing. 

The findings refuted the hypothesis that 


the combination was superior to triflupro- 


mazine alone, as patients receiving both 
drugs failed to improve, while those re- 
ceiving the single drug made a significant- 
ly better hospital adjustment. Favorable 
changes in the group receiving trifluproma- 
zine alone seemed to cluster more on man- 
ageability and activity participation as 
opposed to improvement in interpersonal 
relationships. The relative superiority of 
triflupromazine would appear to be limited 
to improvement within the hospital, there 
being no difference in discharge rates for 
the two groups one year later. 

It would seem that in the treatment of 
chronic schizophrenics the combination 
used is not an effective one, and that tri- 
flupromazine cannot afford sufficient tran- 
quilization, within the dosage range pre- 
scribed, to overcome the undesirable effects 
of the iproniazid. 
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CLINICAL AND STATISTICAL EVALUATION OF RESULTS WITH 
PLEGICIL AY-57062 IN CHRONIC MENTAL PATIENTS 


E, J. TOLAN, M.D.,' J. OLARIU, M.D.,? J. M. REES, M.D. ann H. A. PEPPEL, M.D.* 


Acepromazine (Plegicil)® is a relatively 
new phenothiazine derivative, closely re- 
lated to chlorpromazine. Its basic proper- 
ties are very similar to those of chlorpro- 
mazine though minor differences were 
noticed. 


1 Presently at Columbus State Hosp., Columbus, 
Ohio. 

2 Presently at Ionia State Hosp., Ionia, Mich. 

3 Staff Psychiatrist at-Hawthornden State Hospital, 
Macedonia, Ohio. 

4 Superintendent, Hawthornden State Hosp., Mace- 
donia, Ohio. 

Statistical work by M. H. Halbert, Case Institute 
of Technology, Cleveland, Ohio. 

5 Plegicil was offered as a courtesy by Ayerest 
Laboratories, New York City. 


The early pharmacodynamic and clinical 
studies suggest that this drug has essential- 
ly the same indications, but it is about twice 
as active as chlorpromazine and the in- 
cidence of serious side effects is very low 


(2-9). 


SELECTION OF PATIENTS 


A true random selection of cases from 
the entire hospital population was not at- 
tempted, instead we used each patient as 
his own control. 

We segregated 2 group of patients who 
exhibited the following common traits : 
1. Failure to respond to tranquilizing drugs, 
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EST and psychotherapy. 2. Poor prognosis 
due to long periods of hospitalization, re- 
gression, etc. 

The series under study included 12 male 
and 36 female patients. Their ages ranged 
from 22 to 61 years. The number of years 
elapsed since their first admission to the 
hospital ranged from 1 to 29 years. 

The diagnostic categories were primarily 
schizophrenic reactions, 44 cases. The rest 
of the group included 2 manic-depressives, 
manic type ; 1 mental defective with psy- 
chosis ; and 1 patient with chronic brain 
syndrome associated with alcoholism. 

Dosage and Administration. The total 
length of acepromazine administration 
ranged from 1 week to 26 weeks. The total 
amount administered in one course ranged 
from 0.280 Gm. to 8.080 Gm., the highest 
daily dosage ranged from 40 mg. to 120 
mg. 


SIDE EFFECTS 


No noticeable side effects were en- 
countered, with the exception of 3 patients 
in whom the medication had to be discon- 
tinued. These 3 patients presented trouble- 
some untoward reactions, manifested by 
extreme agitation, confusion, shakiness, 
marked weakness, and unsteadiness. 


SUMMARY 


Acepromazine was tried in 48 chronic 
mental patients, 12 male and 36 female. 
Their ages ranged from 22 to 61 years, 
and the time elapsed from their first ad- 
mission in a mental hospital ranged from 1 
to 29 years. 

The majority of the patients were suffer- 
ing from various types of schizophrenic 
reactions, and no significant number of 
other diagnostic categories was included. 

Acepromazine was administered orally 
for an average of 16 weeks. The highest 
daily dosage reached 120 mg., with an 
average of 99.58 mg. The drug did improve 
symptoms and behavior in a significant 
manner. 

Thirty-seven out of the 48 patients 
showed some improvement ; 7 showed no 
change ; 1 patient worsened. The other 3 
patients worsened and developed toxic re- 
actions ; the medication was discontinued 


and the patients were removed from the 
“study. 

There was a slight indication that young- 
er patients and those admitted recently 
were helped more than older patients or 
those whose first admission was many years 
ago. There was no significant difference 
in the effect of acepromazine on various 
diagnostic categories. There was no rela- 
tion between the total length of the medi- 
cation and the degree of improvement. 
There was a slight but not significant in- 
dication that a slower increment in dosage 
results in greater improvement than a faster 
increment. Two main areas, Psychotic 
Symptoms and Behavioral Traits, improved 
more than Intellectual Resources, Charac- 
ter Traits and Interpersonal Relationships, 
and Socialization and Rehabilitation, but 
the improvement in Behavioral Traits is 
not significantly correlated with the im- 
provement in the Psychotic Symptoms. 

With the exception of 3 patients for 
whom the drug had to be discontinued be- 
cause of toxic reaction characterized by 
extreme agitation, confusion and weakness, 
very few side effects have occurred and 
none was serious. No jaundice or allergic 
reactions were noted, and a very low inci- 
dence of Parkinsonism was encountered. No 
relation was found between the number 
or the type of the side effects, including 
Parkinsonism, and the degree of improve- 
ment. 

Finally, it was noted that in this series 
of patients, acepromazine proved effective 
where other drugs or EST were not and 
that of the 7 patients who showed no im- 
provement on acepromazine, none had im- 
proved on previous chemotherapy or EST. 
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CLINICAL RESULTS WITH PHENELZINE 


JOHN C. SAUNDERS, M.D., RICHARD W. ROUKEMA, M.D., 
NATHAN S. KLINE, M.D., anp SAMUEL p’A. BAILEY, M.D.* 


Previous reports( 1-4) have described the 
value of monoamine oxidase inhibitors in 
the treatment of depressed states. The ma- 
jority of such successfully treated cases 
have been of the endogenous (essential, 
true, primary) type; other authors have 
noted fair to moderate results in treating 
depressed, withdrawn and catatonic schizo- 
phrenics. Still others have used the mono- 
amine oxidase inhibitors in manic-depres- 
sive, depressive psychosis, with good re- 
sults. Psychopharmacologic therapy is most 
effective for symptomatic indications not on 
generalized diagnostic entities. 

We have employed phenelzine? in de- 
pressed patients regardless of diagnostic 
classification for the past year in an effort 
to determine the efficacy of the drug in the 
following conditions : 

1. 24 adult, chronic, male schizophrenics 
characterized by depression and with- 
drawal. 

2. 20 markedly depressed males, some of 
whom had catatonic-like features. 

3. 5 acute, depressed, non-psychotic pa- 
tients. 

4. 12 non-hospitalized, ambulatory de- 
pressed patients from private practice. 

The average daily dose was 15 mg. b.i.d. 
or t.id. The usual course of treatment was 
6 months ; the maximum, 9. Some ambula- 
tory, non-hospitalized patients received 
phenelzine for less than 6 months. When 
maintenance therapy was required, one tab- 
let daily was administered as indicated. 

1 Rockland State Hospital, Orangeburg, N. Y. 


2 Phenelzine has been supplied as Nardil through 
the courtesy of Warner-Chilcott Laboratories. 


In Group 1 some improvement was noted 
in depressive symptoms, thus enabling 3 of 
the 24 patients to be discharged. The re- 
maining patients, although revealing some 
improvement in apathy and autistic tend- 
encies, showed no basic change in their 
schizophrenia per se. 

In the second group of chronic schizo- 
phrenics, activity was increased in every 
patient ; 4 of the patients actually demon- 
strated agitation, aggressiveness and hos- 
tility so that the dosage had to be reduced, 
and/or a tranquilizer administered. 

None improved sufficiently to be dis- 
charged but it should be pointed out that 
phenelzine is not intended as a specific for 
schizophrenia. 

All patients in the third group achieved 
recoveries from depression within 10-15 
days. 

The fourth group demonstrated very 
dramatic results with phenelzine. It should 
be noted that this drug may be more spe- 
cifically indicated for use with ambulatory 
patients where there is some evidence that 
lower dosage and shorter duration of treat- 
ment will suffice. 

Phenelzine has shown no evidence of 
severe side reactions after 16 months’ clini- 
cal trial. Previous history of liver disease 
may be a contraindication for phenelzine 
therapy. However, our patients were sub- 
jected to a battery of clinical studies, in- 
cluding thymol turbidity, cephalin floccula- 
tion, alkaline phosphatase, A/G, and BUN 
without significant abnormalities. Occasion- 
ally an individual, usually non-hospitalized, 
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would show mild to moderate postural hy- 
potension ; this was easily managed by bed 
rest or reduction of dosage. It is our opinion 
that phenelzine is an effective and useful 
drug in the treatment of various types of 
depression. Almost without exception, pa- 
tients with endogenous (essential, true, pri- 
mary) depressions responded favorably to 
phenelzine. 
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HISTORICAL NOTES 


A NOTE ON PLINY EARLE AND EDGAR ALLAN POE 


JEROME M. SCHNECK, M.D." 


In 1957 two letters by Edgar Allan Poe 
were brought to the United States and at- 
tracted considerable attention. One of these 
letters had been addressed to H. S. Root. 
It was considered a rare item with the 
unusual attribute of possessing the full 
name of Poe in its signature. This letter 
made reference to Dr. Earle. In a letter to 
The New York Times I was able to identify 
the physician as Pliny Earle, one of the 
most distinguished American Psychiatrists 
and a founder of the American Psychiatric 
Association. Poe and Earle had corres- 
ponded briefly and Earle’s book, Marathon 
and Other Poems was published in 1841. It 
was pointed out that as his career tn psy- 
chiatry blossomed, he discontinued writing 
poetry. Poe’s letter reads as follows: 


New York 
June 28-49. 
Dear Sir ; 
I regret to say that I am unable to answer 
your query. I have not seen a volume of Dr. 


_1 Clinical Assoc. Prof. of Psychiatry, State Univer- 
sity of New York College of Medicine, N. Y. C. Ad- 
dress : 26 West 9th Street, New York 11, N. Y. 


Earle’s very beautiful poetry for many years, 
and I fancy the edition—(one only was pub- 
lished)—is out of print. The Doctor himself, 
when I last heard of him, was Superintendent 
of the Asylum for the Insane, at Bloomingdale, 


near this city. 
Very respectfully 
Yr. Obt- St- 
Edgar Allan Poe. 


In recent years there appears to have 
been an increase in interest in the history 
of American psychiatry. It is worth calling 
attention to this item now in a psychiatric 
publication should the Poe letter become 
less accessible later on when biographical 
data on Earle may be sought. Additional 
references to Poe’s contact with Earle and 
to Earle’s poetry are available in Pliny 
Earle’s memoirs, edited by F. B. Sanborn. 
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ADMINISTRATIVE NOTES 


EXPERIENCES IN THE CONVERSION OF A CLOSED TO AN 
OPEN PSYCHIATRIC WARD IN A GENERAL HOSPITAL 


KISIK KIM, M.D.' ann MERRILL T. EATON, JR., M.D.* 


On the basis of reports of successful open 
psychiatric wards(1, 2, 3, 4, 5, 7), it was 
decided to convert the psychiatric ward of 
the Kansas University Medical Center from 
a fully closed ward to an open ward. The 
plan was to devise a gradual method of 
change so as to minimize resistance or 
anxiety on the part of personnel and to 
disrupt other routines as little as possible ; 
and to study the reactions of patients and 
personnel and to determine whether the 
change could take place without special 
facilities, additional personnel, or other 
modifications. 

In planning this project for one year, 
allowing several months for preparation and 
gradual changes and a few months of com- 
plete open ward operation, it was decided 
to postpone any changes in admission policy 
or treatment methods other than those 
necessitated by the experiment. 

The change was made on a 33-bed ward 
to which all types of psychiatric patients, 
both voluntary and on court order, were 
admitted. Most patients remained on the 
ward from 30 to 90 days. In the absence of 
hospital grounds suitable for informal rec- 
reation and because of the need for patients 
to be available for diagnostic studies, ward 
rounds, treatment, and teaching activities, 
it was not possible for them to go and come 
as freely as in some open hospitals(6). 
The patients would remain on the ward 
without locked doors or restraint, except 
when permitted to go elsewhere. 

Devices which have aided some open 
hospitals include special organizations and 


group meetings, additional personnel, and - 


early application of somatic therapies (for 
example, ECT in the first few hours after 
admission) (9, 10). It was hoped to defer 


1 Research Associate, Nebraska Psychiatric Institute, 
Omaha, Nebr. Formerly Instructor in Psychiatry, Uni- 
versity of Kansas Medical Center. 

2 Associate Professor of Psychiatry, University of 
Kansas Medical Center, Kansas City 12, Kan. 
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such steps, if possible, until it was deter- 
mined whether the open ward could oper- 
ate without them. 

The advantages of open wards are largely 
theoretical. Whether they can be proven 
to shorten hospital stays or to increase rates 
of recovery cannot be determined without 
controlled studies of comparable wards. 
Likewise, an adequate measure of the rela- 
tive incidence of complications would be 
beyond the scope of this project. The ad- 
vantages are thought to include preserva- 
tion of patients’ self-esteem and improved 
cooperation through the elimination of au- 
thoritarianism(3). Improved attitudes of 
patients’ relatives toward hospitalization 
and favorable changes in the attitude of 
personnel toward patients have been at- 
tributed to open wards. 

Possible disadvantages include more pa- 
tients leaving without permission, increased 
suicide risks, and acting out behavior. There 
is some question as to whether locked doors 
really reduce these risks. 

In this experiment the conversion to an 
open ward was divided into 3 stages. In 
the first stage the principles underlying the 
open ward were discussed in meetings with 
personnel without direct reference to plans 
for the change and reprints of papers on 
the subject were circulated. In the second 
stage a committee was appointed, including 
a nurse, a staff physician, an occupational 
therapist, a recreational therapist, and a 
psychiatric aide. The announced purpose 
of the committee was to plan steps in open- 
ing the ward and discuss them with groups 
of employees. An unannounced purpose was 
to “sell” the idea to committee members 
and involve them personally in making the 
project a success. During this stage recrea- 
tional and occupational therapy areas were 
unlocked for brief periods and the living 
room of the ward was unlocked during 
visiting hours. The third stage consisted of 
gradually extending the time that areas 
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were left open and increasing the number 
of areas opened. Though the design of the 
ward would have permitted retention of a 
small locked area for a few disturbed pa- 
tients, it was decided to open all portions 
since if any patient should be “locked up” 
other patients might fear this. 

The attitude of personnel to the pro- 
gressive changes followed a pattern of 
(a) initial vague acceptance or skepticism ; 
(b) early hyperalertness and/or hyper- 
sensitivity to minor incidents; (c) re- 
examination, inaction, and delay ; and (d) 
ultimate acceptance or rejection. The at- 
titude of the committee paralleled that of 
individuals. Representative of the period of 
inaction was a period of several weeks in 
which the committee had no reportable 
activity. 

Each time a new area was unlocked or 
the time open increased, personnel were at 
first allowed to re-lock the areas when they 
deemed it necessary. This permission 
seemed to handle the early exaggerated 
fears of responsibility and made not lock- 
ing the areas a matter of pride. 

Psychiatric aides accepted the change 
more rapidly than nurses. Employees work- 
ing in the afternoon seemed slower to ac- 
cept unlocking than those in the morning. 
This was explained by a sense of security 
during the early part of the day when 
“more people are around,” even though a 
majority of them are not attending patients. 

Resistances and misunderstandings in the 
early phases of conversion included the 
repeated idea that unlocking of doors 
meant that patients could go out at any 
time and that this would complicate the 
work of personnel in locating patients for 
necessary activities. Pointing out that pa- 
tients on general medical wards go and 
come only by arrangement partially dis- 
pelled this idea. The creation of a patient 
location board with magnetized name 
plates which could be moved to show the 
location and activity of each patient helped 
with this. 

Another idea that recurred was that it 
would be necessary to station guards at the 
doors. This idea was difficult to eliminate. 
It returned in disguised form with a pro- 
posal for a sign-out desk just outside the 
ward. At times one would find an aide 
repeatedly leading a patient away from a 


door. The idea of engaging individual pa- 
tients and groups in activities rather than 
watching areas was difficult to establish. 

The attitude of patients was generally 
favorable to the changes. New patients 
were more easily encouraged to enter 
voluntarily. 

During the early stages one paranoid 
patient, who habitually sat near exits and 
attempted to slip out, noted during occupa- 
tional therapy that hospital employees came 
and left without keys. She called the oc- 
cupational therapist over and asked wheth- 
er the therapist knew that the door was 
unlocked. After the situation was explained, 
she abandoned her usual seat by the door 
and began to participate in occupational 
therapy. 

There was no increase in the number of 
patients leaving the hospital without per- 
mission. With one exception, all patients 
who left returned voluntarily or were 
brought back by their families. The one 
who did not return could have been re- 
turned by her family had they wished. No 
accidents occurred as a result of patients 
departing without permission. No changes 
in treatment routines were necessary. 
Diagnostic studies were completed before 
treatment. There was no increase in the 
use of sedation or other somatic treatments. 
Psychotherapy remained the principle 
mode of treatment. 

No changes in admission policy were 
necessary. The open ward was explained 
to those calling about admission of cases 
who might have had court charges pending 
or who had presented a run-away problem. 
This led to two cancellations of admission 
requests during the year. In one of these, 
an adolescent with a run-away problem, the 
possibility of special nurses was considered. 


SUMMARY AND CONCLUSIONS 


A method of gradual conversion from 
closed to open ward is described and the 
reaction of employees and patients is dis- 
cussed, A closed ward in a general hospital 
can be opened without additional personnel 
and without modification of treatment 
methods or admission policies. 
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COMMENT 


PHILADELPHIA MEETING HIGHLIGHTS 


The 115th annual meeting of The Ameri- 
can Psychiatric Association was held in 
Philadelphia, Pa., with headquarters at the 
Bellevue-Stratford Hotel, April 27 through 
May 1, 1959. Business meetings and scien- 
tific sessions were held in the Trade and 
Convention Center. This was the first an- 
nual meeting in Philadelphia since 1944, 
when the Centennial Meeting was held 
there, and the 12th meeting in the City of 
Brotherly Love. The first meeting of the 
Association was held in Philadelphia at the 
Jones Hotel on October 16, 1844. 

The membership was pleased to visit 
the new psychiatric facilities in the city 
and especially the magnificent addition to 
The Institute of the Pennsylvania Hospital, 
an addition that is worthy of the traditions 
of its great superintendent and the Asso- 
ciation’s early president, Dr. T. S. Kirk- 
bride. 

Dr. Francis J. Gerty, President, called 
the Opening Exercises to order at 9:00 a.m. 
on April 27. The Invocation was presented 
by the Right Reverend William P. Roberts, 
D.D., former Bishop of Shanghai. His 
Honor, Richardson Dilworth, Mayor of 
Philadelphia, gave a welcoming address to 
the members. Following the introduction 
of the President-Elect, Dr, William Mala- 
mud, by the President, a number of in- 
formation reports were read. Presenting his 
first report as Medical Director; Dr. Mat- 
thew Ross emphasized his intention to im- 
prove communication within the Associa- 
tion, to come to know the membership 
better through personal visits and letters, 
and to promote the welfare of the Associa- 
tion and the profession through the ac- 
tivities of the Central Office. Dr. Walter H. 
Obenauf, Speaker of the Assembly, noted 
the achievements and increasing responsi- 
bilities of the District Branches. Dr. Theo- 
dore L. Dehne, who served as Co-Chairman 
with Dr. Lauren H. Smith, reported briefly 
for the Committee on Arrangements. Pro- 
gram Committee Chairman Dr. John Don- 
nelly pointed out special features of the 
meeting and noted that the program in- 


cluded 174 scientific papers and 26 Round 
Tables. Due to the illness of Dr. C. H. 
Hardin Branch, the Secretary, Dr. Law- 
rence Kolb, elected Secretary, pro tempore, 
by the Council, announced the official 
membership count as of March 31, 1959 as 
10,420. The Treasurer, Dr. Robert H. Felix, 
reported a favorable financial condition for 
the Association. (His complete report will 
be included in the Annual Proceedings of 
the Association, to be published in a future 
issue of the Journal.) Dr. John I. Nurn- 
berger, Chairman of the Hofheimer Prize 
Board, presented the Prize to Irving L. 
Janis, Ph.D., Associate Professor of Psy- 
chology at Yale University, for research 
described in his book Psychological Stress : 
Psychoanalytic and Behavioral Studies of 
Surgical Patients. Dr. Nurnberger com- 
mented upon the fact that the last three 
awards have been made to those with 
Doctorate degrees in Psychology. The 
eighth winner of the Isaac Ray Lectureship 
Award was Dr. Maxwell Jones, eminent 
British psychiatrist, for furthering under- 
standing between law and psychiatry. As 
recipient, Dr. Jones will deliver a series of 
lectures on psychiatry and the law at 
George Washington University, in Wash- 
ington, D. C., during the next academic 
year. The presentation was made in ab- 
sentia by Dr. Frank J. Curran, Chairman of 
the Isaac Ray Board. Dr. Ross then an- 
nounced the winners of the Mental Hospital 
Achievement Awards for the 1958 competi- 
tion. Following the election of new mem- 
bers by the membership in accord with the 
recommendations of the Membership Com- 
mittee and the Council, Dr. Gerty delivered 
his Presidential Address entitled “The 
Physician and Psychotherapy.” 

His address provided a most thoughtful 
discussion of psychotherapy as a basic 
treatment procedure in psychiatry and the 
needs for its wider instruction in the medi- 
cal schools and amongst practitioners of 
medicine and psychiatry. Dr. Gerty’s great 
judgment and wisdom were best shown in 
his consideration of the role of the psy- 
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chologist in relation to the practice of psy- 
chotherapy and the position that might best 
be held by psychiatrists in fostering the 
growth of psychotherapeutic practice. 

Dr. Malamud, President-Elect, was re- 
spondent. The Opening Exercises were 
closed with a moment of silence in memory 
of members of the Association who had died 
since the last annual meeting, and a 
Memorial to Past-President Edward A. 
Strecker which was read by Past-President 
Kenneth Appel. 

The second business session was called 
to order Tuesday afternoon at 2:00 p.m. 
Dr. John E. Davis, a member of the Board 
of Tellers, announced the results of the 
election of officers for 1959-60 : Dr. Robert 
H. Felix, President-Elect ; Dr. S. Spafford 
Ackerly, Vice-President ; Dr. Franklin G. 
Ebaugh, Vice-President ; Dr. C. H. Hardin 
Branch, Secretary ; Dr. Addison M. Duval, 
Treasurer ; incoming Councillors : Dr. Cal- 
vin Drayer, Dr. Paul Hoch and Dr. A. B. 
Stokes. Reports were presented by the three 
Coordinating Committee Chairman; Dr. 
Frank J. Curran for the Committees on 
Technical Aspects of Psychiatry, Dr. Wil- 
fred Bloomberg for the Committees on 
Professional Standards, and Dr. Paul Lem- 
kau for the Committees on Community As- 
pects of Psychiatry. Dr. Kolb then read a 
proposed amendment to the Constitution 
which will be presented to the membership 
for consideration on the next annual ballot. 
After a brief recess, the annual Convoca- 
tion for newly elected Fellows began at 
3:00 p.m. with Dr. Gerty presiding. Dr. 
Lauren H. Smith and Dr. Theodore L. 
Dehne served as Grand Marshals. An in- 
spiring and scholarly Fellowship Lecture 
was presented by Dr. Karl A. Menninger, 
Life Fellow, on the neglected topic “Hope.” 

The next business session was held on 
Wednesday morning, April 29, in the Con- 
vention Hall Auditorium at 9:30. The 
Secretary’s report to the membership was 
presented by the Secretary, pro tempore, 
in which he reviewed the major actions of 
the Council since the last annual meeting. 
The complete actions of the Council for 
this period will be published later in the 
Journal. The Secretary’s report was ap- 
proved by vote of the membership. Dr. 
Gerty awarded Certificates to the Officers, 


Councillors and the Committee Chairmen 
who were retiring from office at this annual 
meeting. 

On Wednesday evening the Annual Din- 
ner was held in the Ballroom of the Belle- 
vue-Stratford Hotel, followed by dancing. 

At the final business session at 9:00 a.m. 
on Friday, May 1, the actions taken by the 
Council on April 30 were reported including 
the appointment of Dr. Paul E. Huston to 
fill the unexpired term as Councillor for 
Dr. Addison M. Duval, who had been 
elected Treasurer, and approval of the 
Rhode Island District Branch. These ac- 
tions were approved by the membership 
on motion from the floor. Dr. William 
Malamud was then installed in the office 
of President for 1959-60, He announced the 
new Officers for the Assembly of District 
Branches as Follows : Dr. Alfred Auerback, 
Speaker ; Dr. John R. Saunders, Speaker- 
Elect ; and Dr. Lester Shapiro, Recorder. 

The total registration for the Meeting 
was 5,104, marking this as one of the larg- 
est on record ; of this number, 2,540 were 
members. Approximately 70 science writers 
and reporters from the nation’s leading 
newspapers and wire services covered the 
meeting for the public. The Association 
was honored by the attendance of many 
psychiatrists and guests from other coun- 
tries. 

The Association is greatly indebted to 
the able and outstanding leadership of its 
President, Dr. Francis Gerty, for the highly 
successful meeting, to his aides and the 
membership. In particular, great gratitude 
is due to the splendid program worked out 
by Dr. Theodore L. Dehne, Dr. Lauren H. 
Smith, and their colleagues on the Com- 
mittee of Arrangements, and Dr. John Don- 
nelly and his associates on the Program 
Committee. Special thanks are due the 
“Ladies” Committee, with Mrs. John 
Davis carrying forward their programs ad- 
mirably. To Mr. Austin M. Davies, the 
Executive Assistant, Dr. Matthew Ross and 
Messrs. Robinson and Turgeon and the 
members of their staff who so courteously 
and faithfully worked to make this meeting 
successful, the Association continues in- 
debted. 

Lawrence C. Kolb, M.D., 
Secretary, pro tempore 
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COMMENT 


HEALTH INSURANCE FOR PSYCHIATRIC PATIENTS 


The need for group insurance to cover 
mental illness as well as the other types of 
disability that are already provided for in 
this way has been a matter of serious con- 
cern to organized psychiatry ; and an ex- 
perimental plan has now been announced 
whereby, through the generous cooperation 
of Group Health Insurance, Inc., an all- 
inclusive coverage may become possible. 

The three agencies sponsoring this proj- 
ect are The American Psychiatric Asso- 
ciation, The National Association for Men- 
tal Health, and the National Institute of 
Mental Health. The latter, a federal 
agency, has authorized a grant of $300,000 
for a two-year experimental study. Addi- 
tional funds will be supplied by Group 
Health Insurance, Inc., a non-profit agency, 
as announced by Arthur H. Harlow, Jr., 
President of this organization. 

A substantial specified group of G. H. I. 


subscribers is being selected with the col- 
laboration of W. E. Deming, professor of 
statistics at the Graduate School of Business 
Administration, New York University, for 
the initial study. Unskilled and partially 
skilled workers and their families will make 
up about half of this group, clerical per- 
sonnel another 25 percent, skilled workers 
17 percent, executives and professional per- 
sons 8 percent. Both inpatient and outpa- 
tient treatment within stated limits will be 
covered by the plan. 

A committee composed of both psychi- 
atrists and laymen and headed by Dr. 
Harvey J. Tompkins, Chairman of the New 
York City Community Mental Health 
Board and director of psychiatric services, 
St. Vincent’s Hospital, will supervise this 
new project which marks a conspicuous 
milestone in the care and treatment of the 
mentally ill. 


ETHICS IN BUSINESS 


Late in December 1912 Pierpont Morgan was called to Washington to answer ques- 
tions of a House Investigating Committee relative to an alleged “money trust” in the 
United States. Morgan’s death three months later, aged 76, was probably hastened by 


that ordeal. 


Q. Is not commercial credit based primarily upon money or property? 


A. No sir ; the first thing is character. 
Q. Before money or property? 


A. Before money or anything else. Money cannot buy it. . . . Because a man I do 
not trust could not get money from me or all the boards in Christendom. 


—Quotations by Freperick Lewis ALLEN in 


The Great Pierpont Morgan. 
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CORRESPONDENCE 


ROLE OF PSYCHIATRIST IN CRIMINAL TRIALS 


Editor, THe AMERICAN JOURNAL OF Psycut- 
ATRY : 

Sin : This is a brief comment on the arti- 
cle, “Role of the Psychiatrist in Criminal 
Trials,” by Joseph B. Cumming, in the 
American Journal of Psychiatry, 115: 491, 
Dec. 1958. 

I do not take exception to the author’s 
defence of the M’Naghten rule or his 
doubts about the rule adopted in the case 
of Durham v. U. S. 

The author may be criticized, however, 
for his repeated critical statements about 
psychiatry and psychiatrists, which he has 
not supported by a single reference. Here 
are a few examples : 


We are urged, therefore, to give more heed 
to, if not to be guided entirely by, the opinion 
of expert witnesses testifying as to the accused’s 
absence of criminal intent (p. 491). 


We have been told that the M’Naghten rule 
is obsolete, being based on outmoded concep- 
tions of human responsibility (p. 492). 


The psychiatrists condemn this method of 
deciding the validity of such defense (p. 495). 


The article may be criticized also for its 
notion that the defence of insanity is a pri- 
vate war between doctors and lawyers. For 
example : 


May we find an impasse between the two 
professions that cannot be eliminated. . . . the 
doctors must live with the Law as it is and as 
it will be changed and reinterpreted from time 
to time by the bench and bar (p. 496). 


Surely the elected legislators have some 
part to play ! 

The subject has been treated more ade- 
quately by Professor Jerome Hall in his 
book, Studies in Jurisprudence and Crimi- 
nal Theory. Professor Hall has taken his 
statements about psychiatrists, chapter and 
verse, from psychiatric journals and he as- 
serts that more is involved than a contest 
between psychiatrists and lawyers. 

K. G. Gray, Q.C., M.D., 
University of Toronto. 


REPLY TO THE FOREGOING 


Editor, Tut AMERICAN JOURNAL OF PsycuI- 
ATRY : 

Sin : As requested in your letter of Febru- 
ary 4, I am writing to reply to the letter 
received by you from K. G, Gray, Q.C., 
M.D., in which Dr. Gray has taken certain 
exceptions to the position which I took in 
my article “The Role of the Psychiatrist in 
Criminal Trials,” published in the American 
Journal of Psychiatry, 115 : 491, Dec. 1958. 

Dr. Gray comments adversely on what he 
calls my “repeated critical statements about 
psychiatry and psychiatrists, which he has 
not supported by a single reference.” I do 
not consider that my comments were criti- 
cal. I was dealing with a controversial sub- 
ject, one side of which, in general, has been 
supported by the psychiatrists. This I think 
I can support by the references which Dr. 
Gray desires. They will be given later in 
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this communication. My comments were 
made on an assumption of an attitude taken 
by the psychiatrists. Such statements of 
mine to that effect may have been incorrect, 
but they were not critical. If my assumption 
is incorrect, then it would seem that my 
objection to that attitude would have no 
validity and, therefore, there is unanimity 
of views. 

If I have correctly assumed the attitude 
of the psychiatrists toward the Durham rule 
in contradistinction to the M’Naghten rule, 
I feel that I am at liberty to point out 
wherein I believe the M’Naghten rule is 
the better of the two, without being guilty 
of the charge of being critical of either the 
men who hold a different view or of the 
discipline of which they are members. No 
practicing lawyer such as I am could pos- 
sibly consider that he was antagonistic to 
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opposing counsel who held different views 
in a legal controversy. I have no more hos- 
tile attitude toward a psychiatrist who holds 
a different view than I have toward a 
brother lawyer who opposes me in litiga- 
tion. In fact, rather than being critical of 
either psychiatry or its practitioners, I con- 
sider that I accorded them a deserved praise 
when I referred, on page 491, to “the great 
advances and revealing progress in psychi- 
atry (by which) there are now established 
the means of discovering the nature of 
man’s mental processes, his motives and in- 
tents” (p. 491), and, again, when I wrote : 
“There is justified pride in the accomplish- 
ments of psychiatry. Its advancement in 
the diagnosis, treatment and cure of the 
mental diseases has brought light to those 
who sit in darkness” (p. 496). 

Dr. Gray in his letter picks what he 
speaks of as a few examples of my critical 
attitude. These examples I consider merely 
an effort on my part to present the conten- 
tions of psychiatrists in their consideration 
of the M’Naghten rule. I undertook to de- 
fend the M’Naghten rule, and in order to do 
so I felt that it was proper for me to pre- 
sent the opposition to the M’Naghten rule, 
and also to present what I consider the 
position taken by the psychiatrists as to 
their ability to testify with reference to the 
mental condition of a person charged with 
a crime so that his culpability could be 
better understood. My effort to present this 
side of the case is what Dr. Gray considers 
to be critical of psychiatrists and psychi- 
atry. I would like to quote from certain 
works on this subject, as Dr. Gray desires 
that I do, to support my position that most 
psychiatrists are in opposition to the 
M’Naghten rule and that they consider that 
the current method of ascertaining the guilt 
of a person charged with a crime is un- 
satisfactory. 


Judge Bazelon’s opinion (in the Durham case) 
has been hailed by psychiatrists everywhere 
as a noteworthy advance. This permits the psy- 
chiatric expert to think and function in his true 
professional capacity. 
Manfred S. Guttmacher: Why Psychi- 
atrists Do Not Like to Testify in Court, 
from The Practical Lawyer, 1: No. 5, 
May 1955. 


Ten out of the forty-eight States and the Dis- 
trict of Columbia have dispensed with the 
M’Naghten rule and recognize the notion of 
mental illness as a possible cause for a given 
criminal act. * * * This change was fought for 
by psychiatrists, most of whom appear to think 
that it is a great improvement over previous 
modes of using psychiatric testimony regarding 
criminal offenses. 
Thomas §. Szasz: Psychiatric Expert 
Testimony—Its Covert Meaning and Social 
Function, from Psychiatry: 20: No. 3, 
313, Aug. 1957. 


Psychiatrists who have advocated revisions of 
the M’Naghten rule have based their claims on 
the greater knowledge of human behavior 
gained during the past half century. 

Ibid, p. 314. 


We, as psychiatrists, are overly fond of taking 
on problems which we are incapable of treat- 
ing effectively at the present time. This is 
particularly true in the field of criminology. 
The concept of free will in man who is a moral- 
ly responsible individual of society is the un- 
derlying basis of all criminal law ; therefore, 
if we, as psychiatrists, promote a theory of 
psychiatry which denies this principle, we are 
undermining our legal system, thus the ulti- 
mate detrimental effect on society is inevitable. 
Eric Bell, Jr.: The Basis of Effective 
Military Psychiatry, from Dis. of the Nerv- 
ous System, 19: No. 7, July 1958. 


Dissatisfaction with legal rules and the ap- 

parent reluctance of attorneys to modify trial 

rules and practices governing mental disease 

and criminal responsibility, amounts almost to 

a cold war between the two disciplines. 
Walter Bromberg and Hervey M. Cleck- 
ley: The Medico-Legal Dilemma—A 
Suggested Solution, from J. of Criminal 
Law, Criminology and Police Science of 
Northwestern University, 42: No. 6, 
March-April, 1952. 


Nevertheless, it seems to me that there is im- 
plicit belief in the minds of most psychiatrists 
interested in legal matters that the application 
of psychiatric knowledge to jurisprudence is 
bound to make the law more “human” and 
“just,” rather than less so. This assumption 
should not be accepted at face value. 
Thomas S. Szasz : Some Observations on 
the Relationship between Psychiatry and 
the Law, from Arch. of Neurol. anl’ Psy- 
chiat., 7 : 298, Mar. 1956, 
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The methods of procedure are such that I 
usually leave the witness stand with the feel- 
ing that I have not done justice to the side for 
which I testified nor to the cause of truth nor 
to myself. 
William Alanson White : The Autobiog- 
raphy of a Purpose, 192-193, 1938. 


When they all individually and jointly (judges, 
lawyers, and jury) ask me whether the de- 
fendant in the dock is in my opinion insane, 
I must candidly state, if I am to remain true 
to my professional knowledge and faithful to 
my oath, first, that I do not understand the 
question, and, second, that since I don’t under- 
stand the question, I do nat know whether the 
defendant is insane or not. I admit the situa- 
tion is embarrassing and puzzling to all con- 
cerned, but it is beyond my knowledge and 
power to remedy or alleviate it. 

G. Zilboorg: Mind, Medicine and Man, 

N. Y.: Harcourt, Brace and Co., Inc., 

1943. 


We have reached a rather disquieting parting 
of the ways. This is undesirable from both your 
(the jurist’s) point of view and mine. Your 
rules are unintelligible to me, and my inability 
to follow them is unintelligible to you. 
Ibid. As quoted in The Mask of Sanity, 
Cleckley, St. Louis: C. V. Mosby Com- 
pany, 1950. 


A major underlying fact of the,current pole- 
mics is the clash of elementary philosophical 
perspectives. 
Jerome Hall: Psychiatry and Criminal 
Responsibility, The Yale Law Journal, 65 : 
No. 6, May 1956. 


Dr. Hervey M. Cleckley, the author of 
numerous papers on psychiatry, as well as 
certain published books (The Mask of 
Sanity, The Caricature of Love, and (co- 
author) The Three Faces of Eve), read my 
paper and wholly approves not only my 
assumptions as to the attitude of most psy- 
chiatrists but my statements as to their sup- 
port of the Durham rule and antagonism 
toward the M’Naghten rule. He also sup- 
ports my position in this controversy. 

Dr. Gray’s third criticism is that I con- 
sider that the defense of insanity “is a 
private war between doctors and lawyers.” 
I believe the above quotations from Zil- 
boorg, Cleckley, Hall and Szasz adequately 
support my assumption of the existence of 


this conflict. You will recall that in the first 
draft of my article which I sent you I 
pointed out that there exist two opposing 
views on the question of the extent to which 
mental abnormality should relieve from re- 
sponsibility for crime. After describing the 
two opposing views and their protagonists, 
I stated : “Most of the former are members 
of the Bar; most of the latter are psychi- 
atrists.” This quoted language and the im- 
mediately preceding language were stricken 
in the interest of brevity. 

It is not a private war. Members of the 
Bar, because of their position as officers of 
the court and their responsibility as pro- 
fessional men in all matters affecting the 
administration of justice, represent the pub- 
lic interest in all such controversies in the 
administration of justice. By the same to- 
ken, I felt free to regard the psychiatrists as 
the best equipped to speak of the advance- 
ments in psychiatry in a matter which made 
them critical of certain judicial processes. 
It is a public war, but the champions are 
those best equipped to represent the oppos- 
ing sides. 

I cannot view the controversy with the 
alarm that apparently disturbs Dr. Gray. 
It is through the exchange of opposing 
views that new ideas are developed. I had 
hoped that my paper would bring forth 
opposition to my contentions, since that 
would give me an opportunity to exchange 
views with any who took issue with my con- 
tentions as expressed in that paper. I have 
received many letters, which have included 
more than 50 requests for reprints. Each 
communication which expressed any views 
at all was complimentary. Dr. Gray’s letter 
does not take issue with my views, but 
merely criticizes what he considers a criti- 
cal attitude. He expressly says that he does 
not take issue with my defense of the 
M’Naghten rule. I am still to receive a 
challenge attacking my beliefs. 

Dr. Gray, in conclusion, states : “Surely 
the elected legislators have some part to 
play !” I realize that Dr. Gray, being trained 
in the polity of the British Constitution, 
where there is not the separation of powers 
that exists under our system, might not 
appreciate the fact that the Legislature does 
not have the right to invade the Judiciary 
by telling the latter how it should conduct 


¥ 
rae 
rd 
4 
one 


1959 


CORRESPONDENCE 83 


the trial of cases. I recognize that this is 
done quite frequently, but there is a strong 
tendency to permit the Judiciary to handle 
its own affairs. Legal procedure is not pri- 
marily a function of legislative control un- 
der the doctrine of the separation of pow- 
ers. Even if it were a legislative matter, 
public controversy touching the subject is, 
as in all such cases, essential to bring forth 
the strongest arguments for and against any 
legislative change. 


Editor, THz AMERICAN JOURNAL 
OF PsYCHIATRY : 

Sm: In the December 1958 issue of this 
Journal, Prof. Kinberg has made some com- 
ments on Swedish psychiatry. As a psy- 
chiatrist from Sweden who sought advanced 
training in America, I feel it is important 
to correct the impression conveyed to 
American readers by Kinberg’s article. 

Kinberg has always tried to promote the 
Sjébring view on psychiatry. This view can 
briefly be described as a magical belief in 
some kind of correspondence between psy- 
chical processes and central nervous system 
processes. Thus if the psychic processes are 
rapid, this means that the central nervous 
system processes are rapid ; if a person has 
stable habits this means that the central 
nervous system facilitation is stable. If a 
person does not fit into Sjébring’s system 
he is said to have a lesion, e.g., in the form 
of an encephalitis. This is assumed to exist 
even with complete lack of clinical evi- 
dence. No empirical proof of the correct- 
ness of this brain mythology is offered, and 
none is needed according to Sjébring, be- 
cause introspection gives us sufficient 
knowledge regarding the processes in the 
central nervous system. No therapy can be 
built on the system, and psychical diseases 
become essentially untreatable except by 
the crudest methods. This may be enough 
to indicate to the reader the value of Sjé- 
bring’s speculations. 

In his paper Kinberg states “. . . I fol- 
lowed with interest the publications of 
Freud as they appeared. When I learned 
by his ‘Traumdeutung’ of foetuses that had 
been listening to the coition of their par- 


A COMMENT ON “SWEDISH PSYCHIATRY” 


I regret that I have had to answer Dr. 
Gray’s letter at such length when you re- 
quested a brief reply. You are at liberty to 
remove such portions as you consider su- 
perfluous, though I would like to have Dr. 
Gray read my entire letter. If he wishes to 
do so, I would like to exchange views with 
him on the question. 

Joseph B. Cumming, 

Lecturer in Jurisprudence, 
Medical College of Georgia. 


ents I lost all interest in his extravagant 
phantasies” (p. 502). The passage Kinberg 
believes he is referring to must be the one 
found on page 399 in Freud’s The Inter- 
pretation of Dreams (Vol. 5, Standard Edi- 
tion, London, 1953) : “A large number of 
dreams, often accompanied by anxiety and 
having as their content such subjects as 
passing through narrow spaces or being in 
water, are based upon phantasies of intra- 
uterine life, of existence in the womb and 
of the act of birth. What follows was the 
dream of a young man who, in his imagina- 
tion (italics mine), had taken advantage of 
an intra-uterine opportunity of watching 
his parents copulating.” The English ver- 
sion closely follows the original German 
text. This is only one example of a kind 
that abound in Kinberg’s writings, illus- 
trative of the degree of accuracy and fair- 
ness he uses when dealing with psycho- 
analysis. 

Kinberg’s statements about causality only 
being applicable to physical and mechani- 
cal happenings, his belief that psychoanaly- 
sis can be refuted on epistemological 
grounds, and his rejection of psychoanalysis 
as a science, are not valid. They probably 
rest on older philosophical writings im- 
perfectly understood. 

The European professor has an influence 
on the development of his specialty in his 
country that American readers can hardly 
imagine. Kinberg for many years success- 
fully fought the use of the Rorschach Test 
in Swedish psychiatry, because it demon- 
strated such queer things in people whom 
he “knew” to be normal. In 1953, in some 
articles in the largest daily newspaper in 
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Sweden, he stated emphatically that dreams 
have no significance whatsoever, being 
merely the waste and rubbish of the all- 
important conscious process. In fact, he 
rejected the concept of the unconscious al- 
together. In these articles he reviewed a 
volume of The Psychoanalytic Quarterly 
(Zilboorg, Szasz, Friedman, Renneker, 
Roheim ) with unfair demagogy, attempting 
to ridicule his American colleagues before 
the lay public. 

What can be inferred from Kinberg’s 
paper is the fact that Swedish psychiatry 
is in a sad state. Kinberg and Sjébring to- 
gether are to a great extent responsible for 
the fact that only about ten psychiatrists 
in Sweden have had any training in psycho- 
therapy. This means that thousands of men- 


tally ill people in Sweden are not receiving 
adequate treatment, and much needless suf- 
fering is thus caused by the influence of 
these two men. 

I have written this short note to indicate 
to American readers that some Swedish 
psychiatrists are aware that in Sweden psy- 
chiatry has not developed at the same rate 
as other medical specialties have. A few of 


us are seeking training at home and abroad 


_ in order eventually to try to change Swedish 


psychiatry, at present so barren and lacking 

in international contact, and to bring it to 
a level acceptable by modern standards. 
L. Bérje Léfgren, M.D., 

Austen Riggs Center, Inc., 

Stockbridge, Mass. 


REPLY TO THE FOREGOING 


Editor, Tue AMERICAN JOURNAL 
OF PSYCHIATRY : 

Sm : I decline discussing scientific psy- 
chiatric problems with anybody who con- 
siders the existing axiomatic correspondence 
between psychic processes and _ brain 
processes as “magical.” 

The short description of Sjébring’s im- 
portant scientific findings and comprising 
psychologic and psychiatric theory is a 
caricature which I don’t care to spend 
time on. 

Dr. Léfgren’s contention that Sjobring 
and myself are “to a great extent responsible 
for the fact that only about ten psychia- 
trists in Sweden have had any training in 


‘psychotherapy, ” is a great compliment to 
us, if by “psychotherapy” is meant psycho- 
analysis. Of course psychotherapy, in its 
old medical sense, does exist in Sweden as 
in other civilized countries. 

Some days ago I got several important 
reprints on psychoanalysis from Dr. Henry 
Turkel (Detroit), which appear to indicate 
that there is a strong movement on the 
North American continent against the su- 
perstitions called psychoanalysis. 

Prof. Olof Kinberg, 
Kriminologiska Institutet, 
Svartmangatan 9, Stockholm 2, 
Sweden. 


FREE MEN 
What is this Athens, of which all men speak ? 


They bow to no man and are no man’s slaves. 


—AESCHYLUS 
(The Persians) 
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NEWS AND NOTES 


AssociAcion PsiguiatricA Dre La AMERI- 
ca Latina.—This new Association is a fed- 
eration of the various psychiatric associa- 
tions in the Latin American countries. Such 
an organization had been under discussion 
for several years and was finally constituted 
at a meeting in Lima, Peru, October 28, 
1959. 

The following countries are presently 
represented in the Association: Argentina, 
Brazil, Chile, Cuba, Equador, Mexico, 
Paraguay, Uraguay. 

The objectives of the Latin American As- 
sociation are to promote active exchange of 
information, to publish a common journal, 
to establish international co-operation, to 
organize Latin American psychiatric con- 
gresses, and to promote interrelations with 
other psychiatric associations throughout 
the world. The board of directors of the 
Association are: Dr. Gregorio Berman, Ar- 
gentina ; Dr. Pacheco E. Silva, Brazil ; Dr. 
F. Falcén, Mexico; Dr. Carlos A. Seguin, 
Peru ; Dr. José A. Bustamante, Cuba. 


Patient's Bit or Ricuts.—The National 
League for Nursing, at the opening of its 
biennial convention in Philadelphia, May 
11, 1959, presented a “patient’s bill of 
rights” which had been developed by more 
than 3,000 people meeting in hundreds of 
sessions throughout the country over the 
past two years. 

The statement is a seven point “bill,” 
as follows: The patient has a right to ex- 
pect : 

1. That he will receive the nursing care 
necessary to help him regain or maintain 
his maximum degree of health. 

2. That the nursing personnel who care 
for him are qualified through education, 
experience and personality to carry out the 
services for which they are responsible. 

3. That the nursing personnel caring for 
him will be sensitive to his feelings and 
responsive to his needs. 

4. That, within the limits determined by 
his doctor, the patient and his family will 
be taught about his illness so that the pa- 


tient can help himself, and his family can 
understand and help him. 

5. That plans will be made with him and 
his family, or if necessary for him, so that, 
if possible, continuing nursing and other 
necessary services will be available to him 
throughout the period of his need. These 
plans will involve the use of all appropriate 
personnel and community resources. 

6. That nursing personnel will assist in 
keeping adequate records and reports and 
will treat with confidence all personal mat- 
ters that relate to the patient. 

7. That efforts will be made by nursing 
personnel to adjust the surroundings of the 
patient so as to help him maintain or re- 
cover his health. 


Psycuiatric Socrery.—On April 
15, 1959, the following members of the 
Illinois Psychiatric Society were elected to 
office for the year 1959-60 : president : Dr. 
Frances Hannett ; president elect : Dr. Joel 
S. Handler ; secretary-treasurer: Dr. Paul 
E. Nielson ; councillors: Dr. Nathaniel S. 
Apter and Dr. C. Knight Aldrich. 

Serving their 3rd year of a 3-year term 
are Delegate to American Psychiatric As- 
sociation Assembly: Dr. John R. Adams, 
and Alternate Delegate, Dr. Isadore Spinks. 


Survey or SALARiEs Psycuiatric CLIN- 
1cs AND Hosprrats.—The Des Moines Child 
Guidance Center has completed “A Salary 
Survey of Salaries for Professional Positions 
in Psychiatric Clinics and Hospitals 
(1959).” Based on a nation-wide sample, 
the study describes salary levels and ranges 
in relation to training and experience re- 
quirements. The report includes compari- 
sons based on the Center’s 1955 study, 
showing the nature of shifts in salary levels 
in the intervening 3-year period. 

To obtain this pamphlet write to Des 
Moines Child Guidance Center, 500 Garver 
Building, Des Moines 9, Iowa. Price, single 
copy, 25c ; 10 or more copies, 15c each. 


Deatu or Dr. DeJannetre.—A delayed 
report of the death, at the age of 90, of Dr. 
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Joseph Spencer DeJarnette of Staunton, 
Va., recalls the significant part he played in 
Virginia psychiatry. Graduating from the 
Medical College of Virginia in 1888, he 
joined the staff of Western State Hospital, 
Staunton, in 1889 and later became super- 
intendent. He was also founder and super- 
intendent of the DeJarnette Sanatorium, 
and he was instrumental in the founding of 
the Lynchburg Training School and Hospi- 
tal at Colony, Va., of which he was the 
first superintendent. 

Through his efforts the Virginia Steriliza- 
tion Law was enacted in 1924. This was the 
first sterilization law to pass the Court of 
Appeals of the United States. 

Dr. DeJarnette had served as president of 
the Augusta County Medical Society and of 
the Medical Society of Virginia. He was a 
life Fellow of The American Psychiatric As- 
sociation of which he had become a mem- 
ber in 1909. 


Tue Devereux Dinner ProcramM.—This 
annual feature of Convention Week, gener- 
ously provided by the Devereux Schools, 
was held Monday evening, April 27 at the 
Benjamin Franklin Hotel, Philadelphia. The 
capacity of the ball-room was taxed by the 
dinner guests of Miss Devereux and her 
staff, and following the banquet entertain- 
ment was provided by well trained groups 
of students from the various classes of the 
Schools. There were songs, dances and 
marches and highly amusing numbers re- 
miniscent of the old minstrel show days 
that did credit to the performers and 
rounded out a delightful evening prepara- 
tory to the strenuous days and evenings to 
follow. 


Dr. CAMERON Honorep.—The Postgradu- 
ate Center for Psychotherapy, New York 
City, which offers the Ruben award an- 
nually for outstanding achievements in 
mental health, presented the award for 1959 
to Dr. D. Ewen Cameron. At the presenta- 
tion made in New York City on April 17, 
1959, Dr. Cameron was cited for “the tre- 
mendous contributions you have made in 
research and as a teacher in the field of 


psychiatry.” 


Tue Proptem or Stutrertnc.—Wendell 
Johnson, Ph.D., professor of speech pathol- 


ogy and psychology at the University of 
Iowa, himself a former stutterer, has writ- 
ten a booklet Toward Understanding Stut- 
tering, published by the National Society 
for Crippled Children and Adults. 

Written especially for parents, the 40- 
page publication is a revealing study of 
more than 25 years of extensive and inten- 
sive research in stuttering problems. 

Copies may be obtained by writing the 
Easter Seal Society, 2023 West Ogden Ave., 
Chicago 12, Ill. Price, 25c. 


Dr. Cone the 
death of Dr. William Cone of Montreal, 
May 4, 1959, Canada lost one of her most 
eminent neurosurgeons. His age was 62. A 
native of Iowa, he came to Montreal in 
1928 to join the staff of Dr. Wilder Penfield 
at the Neurological Institute of McGill Uni- 
versity, and rapidly advanced to the post 
of professor of neurosurgery. He was also 
associate professor of neuropathology. 

In World War II Dr. Cone was one of 
the first Canadian medical men to go over- 
seas. He and Col. Colin Russell organized 
the No. 1 Canadian Neurological Hospital 
and he served that institution as chief neu- 
rosurgeon. 

In Montreal he established a helicopter 
delivery service whereby patients could be 
landed on the McGill University football 
field close to the Neurological Institute in 
order to secure the quickest possible treat- 
ment in emergency neurosurgical cases. 

Dr. Cone was devoid of self-considera- 
tion in his devotion to his work. He was 
preeminent as an operator and innovator 
and teacher. 


SourHern RecionaL Epucation Boarp 
Grants TO MENTAL HosprraL PERSONNEL.— 
Grants have been awarded since June 1958 
to enable employees of mental hospitals 
and training schools in the Southern region 
to study care and treatment in institutions 
anywhere in the country. Awards up to 
$500 are made to cover expenses for a 
period of 4 weeks or less. Grantees have 
gone to many different institutions in 22 


_ states and Canada. Florida, 3 grants ; Ken- 


tucky, 9; Louisiana, 10; Maryland, 5; 
North Carolina, 15; Oklahoma, 16; South 
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Carolina, 5 ; Tennessee, 2; Texas, 16; Vir- 
ginia, 18; West Virginia, 1. 

Funds for the two-year grant program 
were provided to the SREB by the National 
Institute of Mental Health. Applications are 
being accepted until June, 1960. For further 
information write to Dr. Penningroth, 
Southern Regional Education Board, 130 
Sixth St., N.W., Atlanta 13, Ga. 


Wuirney M. Younc, Jr. Recerves 
Socia, Worx Awarp.—Whitney M. Young, 
Jr., Dean of the Atlanta University School 
of Social Work, Atlanta, Georgia, received 
the 1959 Florina Lasker Award from Clara 
A. Kaiser, Chairman of the Award Com- 
mittee. 

The award of $1,000 and a scroll noting 
the outstanding welfare accomplishments 
of Mr. Young were made at the National 
Conference on Social Welfare, held in San 
Francisco, May 24-29. 

Mr. Young’s “vigorous, wise and unafraid 
leadership” in the field of desegregation 
and civil rights for Negroes was cited by 
Dean Kaiser as a factor in the Committee’s 
decision to honor him. 


Awarp To Dr. Greenacre.—Phyllis 
Greenacre, M.D., New York City psycho- 
analyst and clinical professor of psychiatry 
at Cornell University School of Medicine 
has received the 1959 Charles Frederick 
Menninger Award of the American Psych- 
oanalytic Association. The Award is giv- 
en annually for outstanding contributions 
to the theory and practice of psychoanaly- 
sis. Dr. Greenacre is known particularly for 
her psychoanalytic interpretations of Jona- 
than Swift, Thomas Mann, and Lewis Car- 
roll. She has also made important contribu- 
tions to the understanding of child and 
personality development. The Award is 
named in memory of the father of Doctors 
Karl A. and William C. Menninger, the well 
known psychoanalysts of Topeka, Kansas. 


TRANSACTIONS OF THE FirrH ANNUAL 
MEETING OF THE ACADEMY OF PsycHoso- 
MATIC Mepicine.—Transactions of this 
meeting titled, “The Psychosomatic Aspects 
of Internal Medicine,” are available from 


Dr. Wilfred Dorfman, 1921 Newkirk Ave., 
Brooklyn 26, N. Y., at $3.00 per copy. 


KuiniscHE au- 
thor of this book (Prof. Kurt Schneider, 
Heidelberg ), reviewed in an earlier edition 
(Am. J. Psychiat., p. 286, Sept. 1956), has 
now brought out a fifth revised edtion, 
1959, published by Georg Thieme Verlag, 
Stuttgart. 

It is an excellent guide in concise form, 
the text running to only 161 pages. 


ASSOCIATION FOR ResEARCH IN NERVOUS 
AND Menta Disease, Inc.—The annual 
meeting of the Association for Research in 
Nervous and Mental Disease will be held 
on December 11-12, 1959, at the Hotel 
Roosevelt, New York City. The subject of 
the meeting will be “Mental Retardation.” 

For further information write : Dr. Rollo 
J. Masselink, Secretary-Treasurer, 700 West 
168th St., New York 32, N. Y. 


Funp.—The Milbank 
Memorial Fund has published a 104 page 
brochure of the proceedings of its 34th 
annual conference, 1957, Part II, entitled 
“Planning Evaluations of Mental Health 
Programs.” It contains a progress report of 
the Evaluation Planning Group’s efforts to 
identify specific types of mental health 
programs which might lead to reductions 
in the amount of specific mental disorders ; 
and the proposal of a Model for a project 
to prevent mental disorders in an aged 
population. The book also contains a syn- 
thesis of the discussions and suggestions, 
by Conference members of the proposed 
Model. 

The book may be obtained from The 
Milbank Memorial Fund, New York. Price, 
$1.00. 


Apvotr Meyer Memorimt Awarp.—Dr. 
Herman B. Snow has been designated this 
year to receive the Adolf Meyer Memorial 
award for his outstanding work as director 
of St. Lawrence State Hospital in respect 
to the development of the open door policy. 

The presentation was made at special 
ceremonies held at the New York Academy 
of Medicine in New York City, May 2, 1959. 
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NEUROPHARMACOLOGY ; TRANSACTIONS OF THE 
Seconp Conrerence. Edited by Harold A. 
Abramson. (New York: Josiah Macy, Jr. 
Foundation Publication, 1956, pp. 308. 
$4.25.) 


The transactions of the second conference 
on neuropharmacology of the Josiah Macy, Jr. 
Foundation consists of records of five dis- 
cussions, each one led by an invited discussant 
and joined in by the rest of the invited group 
in accordance with the usual procedures of 
these conferences. Aurelio Cerletti analyzed 
the effects of LSD, chiefly on animals, its 
ability to evoke a rise of temperature and 
other signs of autonomic stimulation such as 
dilatation of pupils, piloerection, salivation, la- 
crimation. In addition, ataxia and paresis are 
produced. Though the accompanying anxiety 
may be secondary to the physical state, yet 
the use of chlorpromazine can suspend the 
anxiety part of the syndrome, but not the 
neurological aspects. BOL, a brom derivative 
of LSD, does not bring on hallucinations yet 
it blocks serotonin actively even more strongly 
than does LSD. Stephen Sherwood’s presenta- 
tion is concerned chiefly with behavioral ef- 
fects following intraventricular injection of 
drugs into animals and man. These results 
may be attributed to structures in the lining 
of the third ventricle. The injection of choli- 
nesterase improves psychotic patients and al- 
so exerts a good effect on the thought processes. 
Banthine also makes patients more active but 
has little effect on these thought processes. It 
is clear that direct injection of substances into 
the ventricle opens a new method of attack in 
this field, but the results are not always the 
same as those of peripheral injection. Humphry 
Osmond gives a delightful talk on work in 
which he was not only an observer but also 
an experimental subject and could, therefore, 
speak both from objective and subjective view- 
points. He presents the development of the 
ideas which induced his group, including Hof- 
fer and Smythies, to study the effects of psy- 
chotomimetic drugs: their ability to produce 
changes in thinking, mood and perception. It 
was emphasized that these alterations are 
different from the toxic confusional illnesses 
characterized by unawareness of the immedi- 
ate environment. It is realized, however, that 
there is a continuum between the two types of 
mental disturbances. Max Rinkel presents 
chiefly a review of work in which he was as- 
sociated. Studies of behavior in 43 normals 
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showed that LSD tended to evoke hostility, 
withdrawal, and desire for reassurance. An in- 
teresting analysis is made of the productions 
of a painter before and at various periods after 
the administration of LSD. The drawings 
showed a progressive, almost schizophrenic- 
like deterioration. The changes in the thought 
processes, mood and perception are thus 
graphically presented. The last discussion was 
led by Harold Abramson, who stresses the 
rapid development of tolerance to LSD, and 
that LSD given repeatedly is its own best 
antidote. On the basis of these observations, 
he presents the hypothesis on the mechanism 
of schizophrenia, namely: 1. That there is a 
substance analagous to LSD involved in schizo- 
phrenia which he designates as P ; 2. That P 
has some normal function in the physiology of 
the emotional processes but the metabolism of 
P is disturbed by schizophrenia ; and 3. That 
the substance P is regulated by a mechanism 
similar to that for the development and loss 
of tolerance to LSD. Taken altogether, we have 
in this book a compendium of views of in- 
vestigators from many different fields, all 
focused on problems concerned with the rela- 
tion of psychotomimetic drugs to behavior. It 
is a welcome addition to our library. 
H. E. Hrmwicnu, M.D., 
Galesburg, 


METHODOLOGY OF THE StuDy oF AcErNG. Ciba 
Foundation Colloquia on Ageing. Vol. 3. 
(Boston: Little, Brown and Co., 1957, 
pp. 202. $6.50.) 


This book, a series of papers by extremely 
well qualified persons, reports some observa- 
tions of studies made on ageing and the tech- 
niques to be used for further research on this 
problem. A few samples will give some idea 
of the interesting and speculative material 
presented. 

In the first chapter, A. Comfort attacks the 
theories of senescence which base the loss of 
vigor in old age on “a single ‘fundamental’ or 
‘inherent’ cellular, chemical, or mystical proc- 
ess common to all multicellular animals, con- 
trasting with the extremely ill-named ‘im- 
mortality’ of protozoa . . .” The pattern of 
senescence may differ much in various mam- 
mals, and it is still to be determined whether 
all vertebrates undergo senescence. 

Frangois Bourliere discusses functional age 
changes and the fact of physiologic differ- 
ences in the ageing of various kinds of animals 
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and senescence as a fundamental characteristic 
of animals. He considers it highly significant 
“that these mammals which have a poor tem- 
perature regulation and a normally low rate 
of metabolism are precisely those whose life- 
span is far longer than that of other mammals 
of similar size.” He also reports observations 
showing that a low calorie diet may increase 
the life span. 

F. Verzar points to a number of changes 
“of the proteins of cells and tissues which lead 
to the decreased capacity of the aged individu- 
al to adapt himself to the constant changes in 
conditions of life.” He also considers the “con- 
tinuously increasing capacity of the tissues to 
bind calcium” as possibly due to defects in 
protein metabolism. 

This book should be read by all students of 
gerontology. 

K. M. B. 


GENERAL TECHNIQUES OF Hypnotism. By An- 
dré M. Weitzenhoffer. (New York : Grune 
and Stratton, 1957, pp. 460. $11.50.) 


The general techniques referred to in the 
title of this book pertain to those associated 
with production of hypnotic phenomena in 
general. As the author who is a psychologist 


states, these contrast with specialized tech- 
niques relevant to certain fields of application, 
such as psychiatry. Coverage is broad, but the 
book is too long and detailed. A major aim is 
to offer the student a “working understanding 
of hypnosis and hypnotic phenomena.” Exten- 
sive inclusions incorporate data from scientific, 
quasi-scientific and non-scientific sources. The 
experienced clinician or investigator should be 
able to judge these sources and, of course, he 
has less need for this volume. The novice would 
have difficulty in differentiating relative merits 
of material included, yet he would be expected 
to benefit most. The book, nevertheless, can 
be useful to the new student provided he can 
become more firmly grounded in his area of 
practice by participation in high quality courses 
of instruction and by reading specialized text- 
books. The experienced practitioner may find 
this volume helpful as a supplementary source 
of reference in his hypnosis library. 
JEROME M. Scuneck, M.D., 
State University of New York, 
College of Medicine, New York City. 


Six Cumpren. By Estelle J. Foote, M.D. 
(Springfield, Ill. : Charles C Thomas, 1956, 
pp. 317.) 


The writer accounts for her work as psy- 
chiatrist in a traveling school clinic for a period 


of 9 years. Presentation of her chapters on the 
“Quick thinking child,” the “Slow thinking 
child,” the “Child whose brain has been in- 
jured,” the “Child maladjusted emotionally,” 
the “Child of unusual cultural background” and 
the “Child of unusual training” is not in keep- 
ing with scientific principles since the writer 
does not support her many claims and con- 
clusions with statistical evidence. The experi- 
enced reader will find it difficult to accept the 
many generalizations offered. The chapter on 
the brain-injured child lacks a definition of 
“brain injury.” One wonders whether the 
“quick thinking” child has a mental capacity 
within the upper range of normal variations of 
human intelligence, or has a superior intel- 
ligence, or is of the genius classification of in- 
telligence. Many readers will find the chapter 
on the “maladjusted child” confusing since no 
definition is offered. “Maladjustment” seems to 
include all neuroses and even psychoses. Psy- 
chometric tests are not defined. However, it 
seems that only the Stanford-Binet test has 
been applied. Psychodiagnostic techniques are 
not mentioned at all. The psychiatric approach 
is descriptive. The bibliography is very spotty 
with emphasis on publications 30 years old. 
The book has historic value. 
Peter W. Bowman, M.D., 
Pownal, Me. 


Tue Orcanic Psycuoses : A Guiwe to Diac- 
nosis. By John G. Dewan and William B. 
Spaulding. (Toronto : University of Toron- 
to Press, 1958, pp. 170. $5.95.) 


In his foreword Doctor Aldwyn Stokes sets 
the tone for this book when he notes that 
sometimes in clinical psychiatric practice it 
appears as if the problems of organic psychoses 
have been “given up” rather than “taken up.” 
Unfortunately, this statement is all too true, as 
many hospital officials will testify. Seemingly, 
the designation “organic” in many instances 
brings with it a loss of interest, particularly in 
the young clinician. To be organically mentally 
ill, what is it but to be organically mentally 
ill ?, to paraphrase the Bard. 

It was in order to unravel some of the prob- 
lems which the organic mental illness presents, 
that this small monograph was written. The 
authors, in undertaking the task, stress the fact 
that they have no intention of minimizing the 
role of the psychological or social forces in 
mental illness and they pay due homage to 
both of these. Parts I and II of the work de- 
scribe briefly the illness from an etiological 
standpoint and set forth the distinguishing lab- 
oratory and clinical features. The information 
presented in these chapters is not exhaustive 
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and it makes no to be all-encompas- 
sing. Where further details would be required, 
satisfactory references to various textbooks and 
journals are enumerated. 

Part III of the volume the various 
practical applications to clinical cases. Begin- 
ning with a discussion of the clinical investi- 
gative approach and elaborating upon the 
diagnostic orientation, there follows a consid- 
eration of delirium, dementia, and then a 
discussion of functional mental illness asso- 
ciated with physical disease involving the 
brain. 

The last chapter enumerates the various 
technical procedures nécessary, the specimens 
required, the tests and the norms to be looked 
for. 

In general, the book accomplishes its stated 
purpose as a guide to the diagnosis of organic 
psychoses. It should be a useful addition to the 
library of the student, the resident, the psy- 
chiatrist and the internist. 

Francis J. BRacELAND, M.D., 
Hartford, Conn. 


Tue Guiry anp THE INNoceNtT. My Fifty 
Years at the Old Bailey. By William Bizley. 
(New York: Philosophical Library, Inc. 
Aberdeen: The Central Press, 1958. pp. 
176 + ills. $6.00.) 


The author of this book was for 50 years a 
supervisory official of the Central Criminal 
Court in London. After his retirement in June 
1956, he decided to give an account of what 
he had seen and heard in that famous criminal 
court during the past half-century. 

But before doing so he outlines the history 
of the Old Bailey and of that western corner 
of London where for centuries past justice 
had been dispensed. Here stands the present 
Central Criminal Court which dates from 1834. 
Included in this description the author gives 
examples of the horrid and barbarous punish- 
ments of the old days—hanging, drawing and 
quartering, boiling alive, cutting off the hands, 
branding, slitting the nose, pressing to death. 
Judge Jeffreys sentenced Titus Oates to 2,000 
lashes, during the last few hundred of which 
the prisoner was unconscious. 

The author also describes the infamous 
racketeering by the keepers for supplying 
“prisoners’ comforts,” a euphemism for “bare 
necessities” which could not be obtained if the 
prisoner had no money. 

All these barbarities and abuses were be- 
fore the days of Elizabeth Fry and Queen 
Victoria. 

After giving some account of notorious Old 
Bailey criminals before his time—Captain Kidd 


(whom he rechristens James although he was 
William), Jonathan Wild, Earl Ferrers—the 
author devotes the remainder of the book to 
his observations, recorded more or less sketchi- 
ly but including considerable detail, of notori- 
ous prisoners he had known. These included 
Dr. Crippen (at whose trial the forensic ex- 
pert Dr. Spilsbury began his notable career), 
William Joyce (Lord Haw Haw), Klaus Fuchs 
(atom bomb spy who got off much too easily), 
Neville Heath (sex pervert-murderer), Ronald 
True (drug addict, murderer, sentenced to 
death but reprieved as insane and sent to 
Broadmoor), and numerous others. 

The author takes us through a veritable 
chamber of horrors, and then apologetically 
explains that he has displayed “only a minute 
fraction” of the cases he could have reported 
from his fifty years at the Old Bailey. 

An index would greatly increase the useful- 
ness of this book. 

C.B.F. 


DREAMS AND THE Uses or REGRESSION. By 
Bertram D. Lewin, M.D. (New York : In- 
ternational Univ. Press, 1958. $2.00.) 


It is a pleasure for every student of dream- 
psychology and of the history of science to 
read this small book. It was written by the 
most skilful and—horrible dictu—most intuitive 
among the now living workers in the field of 
the science and art of the interpretation and 
theory of dreams. 

Besides the 1957 Freud Lecture 
with the above title delivered by Dr. Lewin 
before the New York Psychoanalytic Institute, 
this small volume contains a list of all Freud 
Anniversary Lectures since their inception in 
1951, a biographical note on Dr. Lewin, and 
a list of his publications from 1926 to 1955 
numbering 36. 

The title is thus phrased to recall Ernst Kris 
who first coined the term “Regression in the 
Service of the Ego.” The author’s aim is to 
show that the dualistic view of Descartes, his 
distinction between the observing mind, “res 
cogitans,” and the observed world, “res ex- 
tensa,” corresponds to what we find in an 
“ordinary well-projected dream.” At the begin- 
ning of scientific thinking Heracleitos around 
500 B.C. “repuditated the dream.” He recog- 
nized that in the dream we turn away from 
reality into a world of our own, that what we 
perceive in dreams, is not a reality. If we want 
to correctly observe reality we must eliminate 
as object of observation not only dream con- 
sciousness, but also the waking consciousness 
from our thinking. This view has since been 
held valid by scientists as most recently con- 
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firmed, among others, by Schroedinger. 

It then seems paradoxical at first sight when 
we have to admit that Descartes was most 
decidedly influenced in forming his theories 
by three dreams he dreamed on the night of 
November 10, 1619. It seems strange that a 
dream experience may have determined his 
view of the world. As Lewin puts it: “The 
stone the builders rejected may have become 
the cornerstone.” Those dreams were con- 
sidered by Descartes to be of divine origin. 
He believed that the Angel of Truth had de- 
scended upon him and confirmed his newly 
developed hypothesis that the physical world 
can be completely formulated in mathematical 
terms, a scientific conception of overwhelming 
import. 

The author gives some general observations 
about different types of dreams which are of 
special interest to analysts. He gradually leads 
up to the conclusion which he finds corrobo- 
rated by P. Federn’s ideas on the réle of the 
ego in dreams (“mental ego feeling”) that in 
dreams which successfully fulfill their function 
of protecting sleep the dreamer’s réle cor- 
responds exactly to Descartes’ “res cogitans.” 
The dreamer is just an observer. Whatever is 
disturbing his sleep he succeeds in projecting 
into the outside. His own body feeling is 
eliminated, he stands as “res cogitan” against 
the outside world, the “res extensa,” which 
includes his projected body feelings. 

This is demonstrated by the report of Des- 
cartes’ three dreams, the first two of which 
were failures as far as the protective function 
of the dream is concerned. Finally Descartes 
succeeds and falls into tranquil sleep. The 
author conjectures, and well nigh convinces 
the reader, that the bodily disturbance in this 
case was “in some sort related to migraine or 
a convulsive condition.” 

The subtleties and details of the dreams and 
of Lewin’s interpretations cannot, of course, 
be given here. These finesses have to be read 
and studied carefully to be appreciated and 
enjoyed. 

The paper abounds in brilliant and interest- 
ing ideas which surround its main body like 
delightful embroidery and testify to the broad 
scholarliness and esprit of the author. To pub- 
lish this lecture in book form fits it as a proper 
setting fits a gem. 

In parenthesis : It is gratifying to find the 
correct spelling “scopophilia” used here, a rare 
event in psychoanalytic publications. While it 
may appear picayunish to mention this, to this 
reviewer it conveys the feeling that the author 
really knows what the words he uses mean and 
where they come from. It would have been 


even more gratifying if the name of the famous 
philosopher “Leibniz” had been spelled cor- 
rectly, too. 


Ernst Lewy, M.D., 
Los Angeles, Calif. 


HERMAPHRODITISM, GENITAL ANOMALIES AND 
Retatep Enpocrine Disorpers. By 
Howard W. Jones, Jr., and William Wallace 
Scott. (Baltimore: Williams & Wilkins, 
1958. pp. 456. $16.00.) 


This is the most valuable monograph on its 
subject since the appearance of Hugh Hamp- 
ton Young’s now classic memoir in 1937, 
Genital Abnormalities, Hermaphroditism and 
Related Adrenal Disorders. In the 21 years 
which have elapsed since that remarkable 
work, much progress has been made in the 
understanding of the etiology and treatment 
of abnormalities of sexual development. Much 
new light has been thrown on the factors con- 
trolling sex differentiation. The determination 
of chromosomal sex has been an important 
means of finally answering questions as to 
genetic sex. There have been many advances 
in biochemistry which have helped toward the 
better understanding and treatment of such 
conditions as the 2drenogenital syndrome, and 
not least, the psychological understanding of 
psychosexual orientation, its growth and de- 
velopment has assisted to advance the treat- 
ment of disorders of sex. 

There is an excellent first chapter on “The 
origin of the concept of hermaphroditism in 
Graeco-Roman Culture,” which is most in- 
terestingly illustrated with Greek and Roman 
works of art. Chapter 2, by Alfred Jost on 
“Embryonic sexual differentiation (morpholo- 
gy, physiology, abnormalities),” is a short 
statement of the facts of embryological and 
genetic development with the emphasis on the 
endocrine regulation of sexual development. 
Chapter 3, by the senior author, deals with 
“The Criteria of Sex: The nomenclature and 
classification of hermaphroditism,” and the re- 
mainder of the book deals with literally every 
aspect of the subject in a clear and authorita- 
tive manner. Every surgical corrective and 
exploratory procedure is abundantly and clear- 
ly illustrated. In Chapter 6, Harry F. Kline- 
felter gives a description of Klinefelter’s Syn- 
drome, brought up to date. This condition is 
a most interesting end-effect of embryonic 
eccentric development, upon which recent 
discoveries in cytology have thrown a critical 
light. In Chapter 21 John Eager Howard with 
the assistance of Claude J. Migeon, illuminat- 
ingly discuss “Cushing’s Syndrome,” and in 
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Chapter 22 John G. McAfee discusses “The 
radiological diagnosis of adrenal tumors.” 
There are 18 pages of references in double- 
column ; a most splendid and detailed index 
of case reports; and a good subject-index 
concludes this admirable book. 
AsHLEY Monrtacu, Pu.D., 
Princeton, N. J. 


MENTAL SYMPTOMS IN TEMPORAL LOBE EPI- 
LEPSY AND TEMPORAL Lose Guiiomas. By 
Torsten Bingley. (Copenhagen: Ejnar 
Munksgaard, 1958. pp. 151.) 


This is a statistical study of 90 cases of 
temporal lobe epilepsy and 253 cases of tem- 
poral lobe gliomas from the Serafimerlas- 
sarettet, Stockholm. Dr. Bingley is consultant 
in psychiatry and psychology in the neurosur- 
gical clinic of this hospital. His series consists 
of consecutive temporal lobe tumors in pa- 
tients over the age of 10 from Prof. Olive- 
crona’s service during an 11 year period. The 
cases of temporal lobe epilepsy were patients 
admitted to the hospital with a diagnosis of 
epilepsy—any type—over a 3 year period in 
whom an EEG focus was found in the anterior 
part of one or both temporal lobes ; 16 of these 
were subsequently found to have gliomas. 
Most of the work that is presented concerns 
the epileptic group. All were examined psy- 
chiatrically by Dr. Bingley and psychologically 
by either him or the clinic’s psychologist. The 
psychiatric evaluations are expressed in rela- 
tively simple and not “psycho-dynamic” (the 
quotes are the author’s) terms. The psycho- 
logical tests are directed at measuring atten- 
tion and concentration, memory, intelligence, 
and cognition. 

The presentation of the author's own work 
and his discussion about it actually constitutes 
less than a third of the entire text. Most of the 
remaining manuscript is given over to an his- 
torical and critical review of the various 
topics: concept of temporal lobes epilepsy, 
handedness and brainedness, mental symptoms 
of temporal lobe tumors, ictal mental symp- 
toms in temporal lobe epilepsy, and inter-ictal 
symptoms in temporal lobe epilepsy. The 
author attempts to define as accurately as pos- 
sible the various factors he has studied. It is 
in this connection that he delves at consider- 
able Jength into the subject of handedness and 
brainedness. 

There are a number of facets to his con- 
clusions which he summarizes quite well. In 
essence, he found : 1. The most common men- 
tal syndrome of tumors of the dominant tem- 
poral lobe is emotional bunting (this may be 


independent of any aphasia or increased 
intracranial presscre) whereas in non-tumor- 
ous cases, particularly where there is a bi- 
laterally shifting EEG focus, the most prom- 
inent personality change is an “ixophrenic” 
syndrome characterized by mental “adhesive- 
ness” and sometimes associated with paranoid 
trends; 2. Both verbal and non-verbal im- 
pairment occurs in dominant lobe lesions and 
in lesions with bilateral shifting EEG foci but 
not in recessive lobe lesions. 

The author really provides no new informa- 
tion although he adds considerable support 
to certain ideas that others have arrived at 
with less rigorous methods. His approach to 
his topics is commendable and this alone 
makes the monograph worth reading. It is un- 
fortunate that no projective techniques were 
employed ; these may well have added quanti- 
fiable data concerning certain psychological 
aspects of epilepsy and temporal lobe disease 
which have been commented upon by others 
but actually have been quite poorly studied. 

To this reviewer, the most interesting aspect 
of this monograph is the historical and critical 
(sometimes a little harsh) reviews of the vari- 
ous subjects. Though not always complete, 
they touch upon most of the main points, are 
concise and well thought out ; they certainly 
emphasize the large amount of non-critical 
work that has been published in these fields. 

WALTER J. FRIEDLANDER, M.D., 
Boston, Mass. 


Tue Brain anp Human Benavior. Edited by 
H. C. Solomon, S. Cobb, and W. Penfield. 
(Baltimore: Williams & Wilkins, 1958, 
pp. 564. $15.00.) 


This volume reports the proceedings of the 
Association for Research in Nervous and Men- 
tal Disease held at New York December 1956. 
The high standards of the preceding 35 vol- 
umes of the Association are maintained in its 
36th. The subject, as the trustees of the As- 
sociation realized, was a very broad one, and 
it was therefore wisely decided to limit its dis- 
cussion to a consideration of the separate areas 
of the brain from the standpoint of our know]- 
edge of these areas in relation to behavior. 
Each paper is followed by the report of its 
discussion. The papers represented are as fol- 
lows : Lashley, Cerebral Organization and Be- 
havior. Greenblatt & Solomon, Studies of Lo- 
botomy. Denny-Brown & Chambers, The 
Parietal Lobe and Behavior. Bruner, Neural 
Mechanisms in Perception. Lacey and Lacey, 
The Relationship of Resting Autonomic Cyclic 
Activity to Motor Impulsivity. Penfield, Func- 
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tional Localization in Temporal and Deep 
Sylvian Areas. Bickford, et al., Changes in 
Memory Function Produced By Electrical 
Stimulation of the Temporal Lobe in Man. 
Miller, Psychological Defects Produced by 
Temporal Lobe Excision. Chapman, Studies of 
the Periamygdaloid Area in Relation to Hu- 
man Behavior. Gibbs, Abnormal Electrical Ac- 
tivity in the Temporal Regions and its Rela- 
tionship to Abnormalities of Behavior. Green, 
et. al., Behavior Changes Following Radical 
Temporal Excision in the Treatment of Focal 
Epilepsy. Jasper and Rasmussen, Studies of 
Clinical and Electrical Responses to Deep 
Temporal Stimulation in Men With Some Con- 
siderations of Functional Anatomy. Hoch, 
Psychoses-Producing and Psychoses-Relieving 
Drugs. Evarts, Neurophysiological Correlates 
of Pharmacologically Induced Behavioral Dis- 
turbances. Woolley, Serotonin in Mental Dis- 
orders. Feldberg, Behavioral Changes in the 
Cat after Injection of Drugs into the Cerebral 
Ventricle. Bremer, Physiology of the Corpus 
Callosum. Roberts, Functional Plasticity in 
Cortical Speech Areas and the Integration of 
Speech. Nielson, Cerebral Localization and the 
Psychoses. Halstead, Some Behavioral Aspects 
of Partial Temporal Lobectomy in Man. Wolff 
et al., Highest Integrative Functions in Man 
During Stress. 
AsHLEY Montacu, Pu.D., 
Princeton, N. J. 


EXTERNAL COLLIMATION DETECTION OF INTRA- 
CRANIAL WitH UNSTABLE 
Nucuiiwes. By G. M. Shy, R. B. Bradley, 
and W. B. Mathews, Jr. (Baltimore : Wil- 
liams & Wilkins Co., 1958, pp. 144. $7.00.) 


This is a report of 18 months’ experience 
and 179 scans done at the National Institutes 
of Health. The first part of the monograph is 
essentially a manual which describes the 
authors’ search for various types of collimators, 
the rather detailed characteristics of their ap- 
paratus and matters concerning the choice of 
an isotope. The tenor varies from a technical 
discussion to a very basic outline of which dial 
to turn when. The second portion of the mono- 
graph discusses some of the clinical aspects of 
this examination ; this includes topics dealing 
with the characteristics of both the normal 
scan and scans in cases of tumors in various 
locations as well as other types of pathology 
e.g. carotid artery thrombosis, abscess. 

The authors reach the conclusion “. . . that 
this technique approaches the usefulness of 
air contrast studies .. . (but has the additional 


advantages of) . . . minimizes hazard to the 
patient . . . indicates to the surgeon the size of 
the lesion . . . (and) it may indicate multi- 
plicity of lesions.” Like pneumoencephalo- 
grams or angiograms, it is not specific for 
brain neoplasia but, in general, maps out 
space-occupying lesions or at least those that 
are associated with alterations of vascular 
permeability. 

This monograph is not a primer of isotopic 
examination in neurological disease but should 
be of interest to those working in this field. 
W. J. FrrepLanper, M.D., 

Boston Mass. 


REHABILITATION: A COMMUNITY CHALLENGE. 
By W. Scott Allan. (New York: John 
Wiley and Son, 1958, pp. 247. $5.75.) 


This book has value for the general reader, 
the student, and, also for the professional 
worker in the field of rehabilitation. The 
author’s aim is to stimulate “individual or 
community thought and action toward more 
realistic and effective rehabilitation services.” 
On the whole it has a humanitarian and 
perhaps somewhat of a utopian flavor. Never- 
theless to contribute to the development of a 
somety of justice, health, opportunity and 
security are basic, and fundamental toward 
which all men aspire. 

The book comprises a total of 247 pages, 
including more than 370 bibliographic refer- 
The foreword, contributed by Dean W. 
ences, with an accompanying author’s index. 
Roberts, M. D., Executive Director for Crip- 
pled Children and Adults, points to the 
present day necessity for marshalling and 
integrating local resources, not only for minis- 
tering to the needs in the rehabilitation fields, 
but for an appropriate local level orientation 
to the subject matter. 

This view is substantiated and enlarged 
upon by the author’s discussion of the re 
sponsibilities of a community in planning, 
acting, and supporting measures for the re- 
habilitation of the handicapped and disabled. 
He gives consideration to the developing 
concepts of an interdisciplinary approach to 
rehabilitation ; to the nature and availability 
of facilities and personnel; to budgetary 
sampling, to staff patterning, and to cash 
experiences. 

He includes also a discussion of the impact 
which social laws, health insurance, medical 
care plans, social legislation, workmen’s com- 
pensation benefits, and pre-paid health in- 
surance may have upon the ultimate pro- 
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ductivity and welfare of the _ injured, 
handicapped and disabled. The closing chapter 
deals with various areas of challenge that 
may serve as “guide lines” for future plans 
and action in the broad field of rehabilitation. 
W.L. T. 


Tue Nevuroses AND THEIR TREATMENT. Edited 
by Edward Podolsky, M.D. (New York: 
Philosophical Library, Inc., 1958. pp. 555. 
$10.00. ) 


In this volume of 37 papers by various au- 
thors, Dr. Podolsky places side by side greatly 
differing attitudes and approaches. The articles 
range from the immediate and pragmatic to 
the speculative and hypothetical, bearing in 
mind that pragmatism for one reader is specu- 
lation for the next. There are included papers 
on infancy and childhood, adult neuroses, psy- 
chosomatic illnesses, problems of occupational 
neurosis, aging, post-partum anxiety states. 
Several papers discuss diagnostic issues, many 
involve aspects of psychotherapy, while 8 are 
devoted to treatment by drugs, carbon dioxide, 
and lobotomy. 

Owing to the differences among the articles 
themselves, it is impossible to offer general 
statements about the subject matter presented. 
A number of authors do give the impression 
that they regard neurosis as a discrete entity 
which can be delineated in classical medical 
terms, subject to a “course,” a “natural his- 
tory.” In his foreword, the editor states, “Neu- 
roses are essentially conditioned anxiety reac- 
tions. Their emergence is automatic once they 
have been conditioned. They persist until the 
conditioning has been overcome by relevant 
emotional retraining processes.” 

One regrets the absence of papers especially 
devoted to the concept of neurosis per se, of 
anxiety, the role of anxiety in emotional 
growth and character formation as well as its 
role in growth deviations, the concept of need 
for cbject relationships, the use of symptoms 
to maintain such relationships. These areas are 
dealt with to a certain extent in several ar- 
ticles, such as Spitz’s two papers on infancy, 
and in the fascinating report of “The Psycho- 
analysis of a Case of ‘Grand Hysteria of Char- 
cot’ in a Girl of Fifteen,” by Dr. Lydia G. 
Dawes; the concept of object relationships 
and the reaction to primary object loss (loss 
of “self”) is implied in Dr. Shands’ noteworthy 
study of cancer patients, “An Outline of the 
Process of Recovery from Severe Trauma.” 

The Neuroses and their Treatment is ap- 
parently designed for the “physician in active 


practice.” This reviewer believes that many of 
the articles are either too technical in language 
or too experimental in content to be readily 
assimilated into the non-psychiatric physician’s 
practice. Derived from a number of psychi- 
atric and medical journals, the articles do not 
have their formerly appended bibliographies, 
nor are there complete bibliographic citations 
to the original articles themselves. There is no 
index. 
ALBERT FEINGOLD, M.D., 
Mass. Mental Health Center 


Musik Mepizin. Beitraege zur Mu- 
siktherapie. Edited by H. R. Teirich, M.D. 
(Stuttgart, Germany : Gustav Fischer Ver- 
lag, 1958, pp. 199. DM 22,—.) 


This anthology is divided into 4 parts, in- 
formally and without special designation or 
headings. However, by the contents of the 
contributions, the following trends can be as- 
certained : the first part contains most of to- 
day’s theories and concepts in music therapy 
throughout the world, starting from ancient 
times and presenting, in its third chapter, the 
“Development of present Trends of Music 
Therapy in America” (Illing and Benedict). 
The second part deals with the physiopatho- 
logical aspects of music’s impact on the human 
being. Brain waves, psychosomatics, and 
electromyographic methods and their inter- 
action with music are explored (Destunis, Dee- 
bandt, Stokvis (the editor of Acta Psychothera- 
peutica) and Traenkle). The third part is the 
largest and primarily devoted to therapy. Drei- 
kurs (Chicago) describes music therapy with 
psychotic children, Martha and F. Bruner- 
Orne in Massachusetts illustrate the application 
of “English hand-bells in a psychiatric clinic,” 
the editor of this anthology presents a valuable 
contribution of music therapy in private neuro- 
psychiatric practice (with a wealth of scholarly 
research), and Wendt of the Karl Marx-Uni- 
versity in Leipzig compares music and sleep 
therapy. In its fourth part, the book presents 
contributions by Dr. P. J. Moses of San Fran- 
cisco investigating “musical elements in the 
voice of neurotics,” and the editor’s wife, Dr. 
H. Teirich-Leube, speaking of “Rhythm in the 
Gymnastics in Therapy.” Since at least half a 
dozen of the contributors are American psy- 
chiatrists and psychologists, and since the 
frame of reference is extremely broad and 
often new and stimulating, the book appears 
to be most valuable and, hence, most wel- 
come. 

Hans A. Px.D., 
Beverly Hills, Calif. 
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IN MEMORIAM 


HANS W. GRUHLE 
1880-1958 


With the death of H. W. Gruhle in Oc- 
tober 1958 at the age of 78, German psy- 
chiatry has lost one of the most independent 
and stimulating workers, a very successful 
teacher of the highest academic standing 
and a productive and critical writer in many 
fields of psychiatry. To understand his work 
and its far-reaching influence a few data of 
his life are of interest : He started his career 
as a psychiatrist under Kraepelin in Munich 
in 1904, but soon went to Kraepelin’s earli- 
er Clinic in Heidelberg where he spent the 
most fruitful years of his life. In 1933 he 
was removed from his academic position 
by the Nazis together with the holder of 
the chair and all other teachers at the Psy- 
chiatric University Clinic. For over 12 years 
he was in academic exile being in charge 
of 2 small mental hospitals in the country ; 
but he returned after the downfall of the 
Nazi regime in 1947 to the chair at Bonn 
University which he held till his retirement. 

Like his teacher Kraepelin, Gruhle was 
convinced of the importance of psychology 
as a basic science of psychiatry ; but he 
freed himself early from the dependence on 
Wundt'’s association psychology. In a num- 
ber of detailed studies on psychiatric symp- 
tomatology he applied ideas of contempo- 
rary psychologists such as Kiilpe, Stumpf, 
Miiller and Bihler in psychopathological 
problems. In 1922 he wrote a small tract 
Psychologie des Abnormen in which he de- 
veloped his own concepts in this field. His 
approach was and has remained phenome- 
nological and descriptive ; but his refined 
and discriminative analysis e.g. of schizo- 
phrenic symptoms, has remained unsur- 
passed. The most original contributions to 
the problem of delusions (“Wahn”) of this 
century are probably those of Gruhle. His 
attitude towards the various psychological 
schools can, perhaps, best be seen from the 
fact that he joined as co-editor the journal 
Psychologische Forschung mainly devoted 


to “Gestalt”—psychology, but nevertheless 
remained towards this school as to all others 
also, the critical and independent worker 
on his own. For a number of years he held 
a lectureship in psychology, besides being 
associated professor of psychiatry, at Hei- 
delberg University instructing teachers and 
educationists, but also had honour students 
in psychology. 

The second branch of psychiatry in which 
Gruhle can be considered a pioneer was 
that of its social aspects and its relation to 
criminal and asocial behaviour. As early as 
1911 he described the social implications 
of mental disease and pleaded for the need 
of special care for the family of the patient 
in hospital, at the time when Adolf Meyer 
conceived his idea of the psychiatric social 
worker. Gruhle’s investigations of young of- 
fenders in an institution (1912) created the 
pattern for a sequence of similar studies of 
border problems between criminology and 
psychiatry. With the Heidelberg colleagues 
he founded and published a sequence of 
typical life histories of criminals (“Ver- 
brechertypen”). Up to his death he was 
busy with a new edition of a famous text 
on forensic psychiatry. 

Under Franz Nissl, at the time professor 
of psychiatry, a group of eminent young 
psychiatrists, among whom Gruhle played 
an important réle, gathered at the Heidel- 
berg Clinic before the first World War : 
they were Wilmanns, Homburger, Kron- 
feld, Jaspers, Wetzel, all from Kraepelin’s 
school, and a number of younger workers 
who joined this circle later and were not 
less influenced by Gruhle’s critical en- 
thusiasm. In fact, his sharp and cool criti- 
cism was one of the most valuable assets 
of psychiatry in Heidelberg, and elsewhere. 
Jaspers once called him the living cons- 
cience of German psychiatry. He was a 
fearless fighter for what he considered 
scientifically honest and truthful and took 
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counterblows in debates and controversies 
with admirable charm and ease, without 
personal rancour. 

His chef doeuvre, written during his 
exile from academic life, Verstehende Psy- 
chologie (Psychology of Understanding) 
(1948) represents an attempt at establish- 
ing psychology and psychopathology by 
methods outside the natural sciences—and 
to develop these methods in applying them 
in the psychology of language, style, hand- 
writing, works of art, history, law and of 


living itself. Its broad concepts and com- 
prehensive insights will probably be a fruit- 
ful influence in discussions on the principles 
of psychological science for generations to 
come. A collection of Gruhle’s shorter writ- 
ings was published by himself in 1953 
(Verstehen und Einfiihlen) giving a clear 
picture of his lucid style and his mode of 
thinking. They would certainly deserve of 
an English translation. 
W. Mayer-Gross, M.D. 
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there is a dosage form 
of “Compazine’ 


for every hospital need 


Concentrate?, 10 mg./cc. (available to hospitals only)—convenient 
liquid form for those patients who “cheek” tablets; for those patients 
who refuse oral medication it can be easily disguised by mixing with 


liquid or semisolid foods. 


Tablets*, 5 mg., 10 mg. and (primarily for use in psychiatry) 25 mg. 
—for convenient manipulation of dosage. 


Spansulet capsulest, 10 mg., 15 mg., 30 mg. and (primarily for 
use in psychiatry) 75 mg.—for convenient all-day or all-night 
therapeutic effect with a single oral dose. 


Ampulst, 2 cc. (§ mg./cc.)—for immediate control of disturbed 
patients. 


Multiple dose vialst, 10 ce. (s mg./cc.)—for greater economy, 
convenience and flexibility of doses. 


Suppositories, s mg. and 25 mg.—when neither oral nor parenteral 
administration is feasible. 


Syrup, 5 mg./teaspoonful (5 cc.)—for the very young or very old. 


tSpecial Hospical Packages available to non-profit and government hospitals. 


Compazine 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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The look of 3 A.M. 


“Send tetanus antitoxin!” The call had come from a 
Baltimore hospital. An accident victim. Jack Normile 
snapped the receiver in place. Minutes later, 

he and a Wyeth detail representative were at the 
refrigerator of the Wyeth Baltimore Warehouse, 

and the drug was on the way. 


Emergency service like this is a matter of course to 
Jack Normile. One of the “‘night-people’’? No, but 
it often seems so to physicians, pharmacists, and 
hospitals with a sudden need for a drug after hours. 
As Wyeth’s Branch Warehouse Manager in 
Baltimore, Jack makes certain that he or one of his 
staff can be reached no matter what time it is. 


Jack Normile has been in the thick of things almost 
from the day he joined Wyeth eighteen years ago in 
Chicago. Now serving thousands at professional and 
trade levels in Maryland and surrounding states, 

he assures the ready availability of products 

for medical practice. Whatever is needed, 

whenever and wherever it’s needed, he sees to it 
that the drugs go out. 


And all this is repeated in the fourteen other Wyeth 
Warehouses strategically situated throughout the 
country to serve the fifty states. Like Jack Normile 
and his staff, Wyeth Warehouse people everywhere 
are part of a network of service to physicians— 

a team prepared day in and day out for both the 
routine and the emergency needs of medical practice. 


Wyeth 


® 
Philadelphia 1, Pa. 
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A Valuable Introduction to Psychology’s 
Newest School by its Founder 


FROM DEATH-CAMP 
TO 
EXISTENTIALISM 


A PSYCHIATRIST’S PATH TO A NEW THERAPY 


by Viktor E. Frankl 
Preface by Gordon W. Allport 


Logotherapy, the newest school of psychotherapy, is brilliantly introduced in this extremely readable 
book by Viktor Frankl, professor of neurology and psychiatry at the University of Vienna and 
President of the Austrian Medical Society for Psychotherapy. 


The author traces the development of logotherapy, his interpretation of existential therapy, inspired 
by his experiences in German concentration camps. Rejecting the principle that all emotional illness 
stems from the repressed conflicts of childhood, Dr. Frankl states that many of today’s neuroses have 
their origin in man’s inability to find meaning in his life. 


Dr. Frankl’s thesis took shape during his three years as a Nazi prisoner, which he records in the first 
part of FROM DEATH-CAMP TO EXISTENTIALISM. The psychotherapy which he evolved 
during this brutal experience has a significance for modern man which no armchair philosopher 
could have discovered. His theme . . . that to live is to suffer, to survive is to find meaning in the 
suffering, and that to discover the purpose of living and suffering is to accept the responsibility 
inherent in that answer .. . lays the foundation for the modern-day psychiatrist's more intimate 
understanding of man. 

In the preface to FROM DEATH-CAMP TO EXISTENTIALISM Gordon W. Allport recommends 
the book heartily as ‘a gem of dramatic narrative, focussed upon the deepest of human problems. 
It has a literary and philosophical merit and provides a compelling introduction to the most significant 
psychological movement of our day.’ 


Please send copies of 


FROM DEATH-CAMP TO EXISTENTIALISM at $3.00 cach to BEACON 


NAME 

ADDRESS 

CITY ZONE STATE 
$ enclosed || Bill Me [1 


Postage prepaid 
if payment Send order to: BEACON PRESS Dept. AJP 


accompanies order. 25 Beacon St., Boston, Mass. 
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10 NEW BOOKS IN 
PSYCHIATRY TO ADD 
TO OUR BIG LIST 


Publishing Books and Monographs 


Is Our Business 


TOPICS IN PSYCHIATRY edited by T. 
Ferguson Rodger, R. M. Mowbray «und J. R. 
Roy. A refreshingly different book providing 
“an account of how a consistent and unitary 
psychiatry can emerge from the convergence of 
ideas if we are not afraid to borrow concepts 
from every relevant field.” Internationally 
known authorities like Kirman, Mayer-Cross, 
and Penrose give depth and breadth. Pub. Dec. 
274 pp., $4.00 


HYPNOSIS IN MODERN MEDICINE 
(2nd Ed.) edited by Jerome M. Schneck, 
State Univ. of New York. Eleven contributors 
provide a breadth of experience. This sym- 
posium of experts points out the multiplicity of 
ways in which hypnosis can be incorporated 
in the psychotherapeutic setting. New literature 
reviewed for the Second Edition covers areas of 
concern to most clinicians with views and ex- 
periences that can serve to stimulate their inves- 
tigations and thinking. “It is unreservedly 
recommended.”’"—Am. Jl. Psychotherapy. Pub. 
March '59, 400 pp., $8.75 


PSYCHOPATHIC PERSONALITIES +4) 
Kurt Schneider, Univ. of Heidelberg. Trans- 
lated by M. W. Hamilton, Oxon. “One of 
the major contributions to the problem is set 
forth in this volume. Professor Schneider's 
views have been of enormous influence and his 
classification is widely adopted in continental 
countries. Whilst these may be expected to 
challenge some deeply held convictions, nobody 
ignorant of them can mean anything by the 
term ‘psychopathy’ unless he has taken them 
into account.’"—From the Foreword by E. W. 
Anderson (Manchester). Pub. Dec. '58, 170 
pp., $3.75 


THE ROOTS OF PSYCHOANALYSIS 
AND PSYCHOTHERAPY 4), S. A. Szurek, 
Univ. of California School of Medicine. This 
book may disturb your thinking if you are a 
trenchant and thick-skinned educator who wants 
a stimulating exercise in his search for elements 
in current knowledge and experience which 
might become some of the foundations of a 
theory of general psychotherapeutics—for it is 
offered as a discursive pursuit of one possible 
theoretical analysis of basic factors in the thera- 
peutic process as the writer knows it. Pub. Dec. 
"$8, 144 pp., $4.25 


RECREATION IN TOTAL REHABILITA- 
TION +y Josephine L. Rathbone, Columbia 
University, and Carol Lucas, Federation of 
Protestant Welfare Agencies, Inc. Replete with 
suggestions that will lead all interested in 
rehabilitation to be creative in building pro- 
grams within institutions where the wise use of 
patients’ leisure time can be used to hasten 
recovery. Oriented to clinical practice. Pub. 
May '59, 424 pp., $9.50 


THE PSYCHIATRIC NURSE IN THE 
GENERAL HOSPITAL 4) Mary A. Tud- 
bury, Taunton State Hosp., Taunton, Massachu- 
setts. For the first time an expert offers real, 
practical guidance to hospital and nursing serv- 
ice administrators in the general hospital and 
in fact to anyone interested in the institutional 
management and patient care of emotionally 
disturbed patients at the ward level. QUALI- 
FICATIONS, PREPARATION, and ROLE of 
the Psychiatric Nurse Expert are clarified. Pub. 
Nov. '58, 96 pp., $3.50 


EVALUATION OF CHANGES ASSOCI- 
ATED WITH PSYCHIATRIC TREAT- 
MENT +y Marvin Reznikoff and Laura C. 
Toomey, both of the Institute of Living, Hart- 
ford, Connecticut. What really happens to a 
patient receiving psychiatric treatment? HERE 
IS YOUR ANSWER—an overview of current 
thinking and achievements in the area of clinical 
research involving the treatment of psychiatric 
patients. Includes fascinating research on all 
types of treatment—PSYCHOTHERAPY, 
SHOCK THERAPIES, LOBOTOMY, and 
TRANQUILIZING MEDICATION. Pub. June 
"59, 132 pp., $4.50 


THE ART OF LISTENING +4) Dominick 
A. Barbara. A comprehensive study of medical, 
psychological, philosophical and communica- 
tive aspects of listening. Demonstrates that 
listening is a live process and sets forth basic 
essentials of productive listening for profes- 
sional and lay groups concerned with language 
and communication problems. Pub. Jan. ‘59, 
208 pp., 1 il., $5.50 


PSYCHOTHERAPEUTIC DRUGS /) Ash- 
ton L. Welsh, Univ. Cincinnati. This much- 
needed and timely book brings together fo: 
the first time in one source important informa- 
tion about certain psychotherapeutic agents for 
which “peace of mind’ has been claimed. It 
should be required reading for every physician 
who prescribes ataractic drugs. Pub. Dec. "58. 
144 pp., (Amer. Lec. Dermatology), $4.75 


DIFFERENTIAL TREATMENT AND 
PROGNOSIS IN SCHIZOPHRENIA +) 
Robert D. Wirt, Univ. Minnesota, and Wer- 
ner Simon, VA Hospital, Minneapolis. This 
is one of the very few controlled studies on 
the new drugs. Because of careful design and 
nearly 100 per cent follow-up, it gives psychol- 
ogists, physicians, social workers and all inter- 
ested in psychopharmacology a unique method 
for prognostic comparisons of lasting value 
‘Now we know a little more definitely why we 
shall do certain things for future patients."’"— 
From the Foreword by Starke R. Hathaway and 
Donald W’. Hastings. Pub. May '59, 212 pp., 
8 il., $6.50 


CHARLES C THOMAS e PUBLISHER 
301-327 East Lawrence Avenue 
Springfield @ Illinois 
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COMPREHENSIVE, 
THREE-LEVEL TREATMENT 


AND ASSOCIATED ANXIETY 
AND PHYSICAL TENSION 


RELIEVES DEPRESSION 
including symptoms such as crying, 
lethargy, loss of appetite, insomnia 


RELIEVES ASSOCIATED ANXIETY 
with no risk of drug-induced depression 


RELIEVES ASSOCIATED 
PHYSICAL TENSION 
by relaxing skeletal muscle 


hypothalamus 


thalamus and 
limbic system 


3 


spinal cord 


‘Deprol” | 


benactyzine + meprobamate 


= confirmed efficacy 
« documented safety 
SUPPLIED: Bottles of 50 light-pink, scored tablets 


COMPOSITION: Each tablet contains 1 mg. benactyzine HCl 
and 400 mg. meprobamate 


(i) WALLACE LABORATORIES + New Brunswick, N. J. 


t TRADE-MARK C0-9260 
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working together 


THE THE 
PSYCHIATRIST PATIENT 


—mentally alert 
and responsive 
to therapy 


perphenazine 
for greater access to disturbed minds 


Dosage: Depending on the severity of the condition and 
individual response, 8 to 16 mg. two to four times daily. 
Consult Schering literature for other indications, as well 
as for details on precautions and contraindications. 


Packaging: Tablets of 4 mg. and 8 mg., bottles of 50 
and 500; 16 mg., bottle of 500. REPETABS,® 8 mg.— 
4 mg. in the outer layer and 4 mg. in the timed-action 
inner core, bottles of 30 and 100. TRILAFON® Injection 
—5 mg., ampul of 1 cc., boxes of 6 and 100; 10 cc. vial, 
5 mg./cc., boxes of 1 and 10. TRILAFON Concentrate — 
16 mg./5 cc., bottle of 4 oz., with graduated dropper. 
TRILAFON Suppositories—4 and 8 mg., boxes of 6.. 


SCHERING CORPORATION * BLOOMFIELD, NEW JERSEY 
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Tofranil’ 


brand of imipramine HCi 


An entirely new compound 
originated in the Geigy research 
laboratories, Tofranil: 


Exercises specific selective action 
on the symptoms of depressions 


Is effective in 70-85% of cases 


Is frequently successful in even the 
most profound and chronic cases 


Is virtually devoid of serious 
side reactions 


Reduces the need for electro- 
convulsive therapy 


May be administered by either oral 
or intramuscular routes 


Indications for Tofranil include: 
Endogenous Depression 

Reactive Depression 

Involutional Melancholia 

Senile Depression 

Depression Associated with Other 
Psychiatric Disorders 


Detailed literature available 
on request. 


In order to insure optimal results 
with minimal risk of side 
reactions physicians are urged 
to study the “Statement of 
Directions” before prescribing 
Tofranil. 


Availability: 

Sugar-coated, coral-colored tablets, 
25 mg. each, in bottles of 100. 
Ampuls for intramuscular adminis- 
tration only, each containing 

25 mg. in 2 cc. of solution (1.25 
per cent) in cartons of 10 and 50. 


Selected Bibliography: 

1. Ayd, F. J., Jr.: Bulletin of School 
of Medicine, University of 
Maryland 44:29, 1959. 

2. Azima, H.: Canad. M.A.J. 80:535, 
1959. 

3. Azima, H., and Vispo, R. H.: Am. 
J. Psychiat. 115:245, 1958. 

4. Kuhn, R.: Am. J. Psychiat. 
115:459, 1958. 

5. Lehmann, H. E.; Cahn, C. H., 
and de Verteuil, R. L.: Canad. 
Psychiat. A. J. 3:155, 1958. 

6. Mann, A. M., and MacPherson, 
A. S.: Canad. Psychiat. A. J. 
4:38, 1959. 

7. Sloane, R. B.; Habib, A., and 
Batt, U. E.: Canad. M.A.J. 
80:540, 1959. 

8. Straker, M.: Canad. M.A.J. 
80:546, 1959. 
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The Dawn 

of a new Era 
in the Treatment 
of Depressions 


lofranil 
brand of imipramine HCI 


potent and unique 
thymoleptic 


Specific in the treatment of 
depression the new agent 
Tofranil is of unsurpassed 
potency and effectiveness. 
Not to be confused with the 
tranquilizers ...Tofranil amelio- 
rates pathologic depressive 
states but does not act as 

a stimulant in the absence of 
depression. The term 
“thymoleptic,”” suggestive of 
uplifting the spirits, has been 
chosen to designate this 
unique type of action. 


Ardsley, New York 
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COGENTIN often means effortless 
performance of daily routine for pa- 
tients with Parkinsonism — whether 
arteriosclerotic, postencephalitic, 
idiopathic, or tranquilizer-induced. 
COGENTIN “will counteract rigidity, 
contractures, frozen states and mus- 
cle cramps better than any current 
preparation.”* COGENTIN acts with- 
out causing drowsiness or fogginess* 
and will even control resistant, ma- 
jor tremors in many patients,* thus 
assuring a more comfortable life. 
With COGENTIN to offset Parkinson- 
like symptoms, tranquilizer therapy 
may usually be continued without 
interruption or decrease in dosage. 


Dosage: usual daily dose is 1 to 2 mg., with 
a range of 0.5 to 6 mg. Frequently, a single 
dose at bedtime is sufficient to control symp- 
toms for 24 hours. In tranquilizer-induced 
Parkinsonism, the usual dosage is 1 to 2 mg. 
two or three times a day. When COGENTIN is 
used to offset the distressing Parkinson-like 
symptoms caused by tranquilizers, adequate 
therapy with these drugs may usually be 
continued. A decrease in dosage is rarely 
necessary. 


Supplied: as quarterscored 2 mg. tablets in 
bottles of 100 and 1000. 


1. Brock, S., Mod.: Bull. New York Acad, 
Med. 32 :202, 1956. 

2. Doshay, L. J.: Parkinsonism and Its Treat- 
ment, Philadelphia, J. B. Lippincott, 1954, 
pp. 87-88. 

3. Doshay, L. J., Constable, K., and Zier, A.: 
Neurology 3 :360, 1953. 


Tremors no longer disrupt daily routine COGENTIN is a trademark of Merck & Co.,Inc. 


Additional information on COGENTIN is available to 
physicians on request. 


Cogentin 
DIVISION OF MERCK & CO.. Inc. PHILADELPHIA 1, PA. 


METHANE SULFONAT! (Benztropine Methanesulfonate) 


For a more comfortable life 
in all forms of 
Parkinsonism 


ia 
a 
d ‘ ae 
: 
4 
‘ : 
‘ ~ 
: 
ey 

: 


oe first of its kind.. 


A HISTORY 


OF 


NEUROLOGY 


by Walther Riese, M.D. 


Associate Professor of Psychiatry and Neurology; 
Chairman, Department of the History of Medicine, 
Medical College of Virginia, Richmond, Virginia 
Consulting Neuropathologist to the 
Department of Mental Hygiene and Hospitals 
of the Commonwealth of Virginia 


ere is a new approach to the history of neurology. 
With an historian’s eye for the dynamic, 

‘ the author has chosen to focus on “the great and 
lasting problems” that have remained inherent 
in man’s endeavor through the ages to 
understand the functions of the nervous system 
and their disturbances. By concentrating on fact, 
thought, and theory, Dr. Riese has achieved a 
comprehensive picture of neurologic progress. 


Dr. Riese traces the history of the doctrine of 
cerebral localization, its scope, limits, and different 
versions, both past and present. Other sections of 

- special interest include those on the history of 
diagnosis, prognosis, and therapy in neurology; 
and a comprehensive treatment of the history of 
diaschisis or cerebral shock. Also included are 
invaluable sections: neurological chronology ; 
list of journals specializing in neurology 
and neurological societies and associations. 


This volume is one of a series devoted to the 
histories of various specialties and facets of 
medicine. Félix Marti-Ibafiez, M.D., who wrote 
the foreword to A History of Neurology, is the 
Editorial Director of the series, which includes 
Public Health and Ophthalmology. 


223 PAGES / $4.00 / CLOTH BOUND 


Past 60th New York a8, York” 
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CONVULSIVE THERAPIES ELECTRO-SLEEP THERAPY . FOCAL TREA 
i POLAR TREATMENT (non-convulsiv 
TE COMA (and other respiratory problems edat 
DEEP SEDAC THERAPY (with sedation) SEBAC itor 
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faster therapeutic response with 


REITER MODEL SOS 


the one instrument combining 
the strongest convulsive currents with 
powerful yet gentle sedative currents 


exceptionally fast clinical therapeutic response 


most efficient convulsive currents result in minimal 
side effects—apnea, thrust, confusion and treat- 
ment-generated anxiety are negligible 


patients are quickly clear and bright following 
treatment 


difficult cases have responded to SedAc deep sleep 
therapy—powerful, deep, effective yet safe treat- 
ments are easily applied 


SedAc current establishes better transference — 
patients become communicative 


anxious aversion to EST minimized by gentle 
SedAc current 


one-knob, with safety lock, controls convulsive and 
sedative currents 


clinical studies have evaluated a new measurement 
procedure to determine areas of cerebral damage 
and the degree of malfunction 


Model SOS contains the Reiter unidirectional currents and three SedAc 
ranges as part of the single selector control. Other models available are: 
1. Model S containing only the unidirectional currents; 2. SedAc (attach- 
ment) to be uséd with Model S; 3. SedAc (self-powered) an independent 
instrument. 

Only Reiter, the original unidirectional current electrostimulators, are 
authentically backed by extensive clinical experience w’th over 200 references 
in literature and text-books. 


Literature and bibliography on request. 


REUBEN REITER, Se.D. 


64 WEST 48th STREET, NEW YORK 36, N.Y. 


> 
> 
he 
e 
es 2 x 
e 
: 
‘ j 
: 
XXXV 


meprobamate 
continuous 
release 
capsules 


Evenly sustain relaxation of mind and muscle ’round the clock 


| 


§ TWO MEPROSPAN CAPSULES AT BEDTIME 


Meprospan 


MILTOWN® IN CONTINUOUS RELEASE CAPSULES 


j &} TWO MEPROSPAN CAPSULES IN THE MORNING 


# maintains constant level of relaxation 
= minimizes the possibility of side effects 
a simplifies patient’s dosage schedule 


Dosage: Two Meprospan capsules q. 12 h. 
Supplied: Bottles of 30 capsules. 
Each capsule contains : 


Meprobamate (Wallace) 200 mg. 
dicerbamate 


Literature and samples on request. 


@) WALLACE LABORATORIES, New Brunswick, N. J. 


. 
TRADE -MARK CME-6596-48 
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HELP US 
THE THINGS 
WORTH KEEPING 


Nobody has to tell this Marine 
the most important reason 
in the world for peace. 

He holds it in his arms. 

But in these troubled times 
keeping the peace is a tre- 
mendous job—everybody’s 
job. For peace costs money. 

Money for industrial and 
military strength to help keep 
the peace. Money for science 
and education to make peace 
lasting. And money saved by 
individuals—by people like 
you—to help keep our econ- 
omy healthy. 

Every U.S. Savings Bond 
you buy is a direct invest- 
ment in America’s Peace 
Power. It not only earns 
money for you. It earns peace. 
It helps us keep the things 
worth keeping. 

Are you buying as many 
as you might? 


HELP STRENGTHEN AMERICA'S PEACE POWER 


BUY U.S. SAVINGS BONDS 


ne 
The U.S. Government does not pay for this advertising. The Treasury Department thanks 7 a 
The Advertising Council and this magazine for their patriotic donation. 5 id 
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To facilitate psychotherapy in the emotionally disturbed child, and to enable 
him to lead a stable life during such therapy, adjunctive treatment with PRozINE 
is often advantageous. In reporting on 176 disturbed children who received PRrozine, 
Ehrmantraut et al.' found that 85.8 per cent showed moderate to marked improve- 
ment in behavior reactions and adjustment to institutional care. 


Prozine, designed for the treatment of moderate to severe emotional disturbances, 
helps control psychomotor agitation as well as anxiety and tension. 

1. Ehrmantraut, W., et al.: Scientific Exhibit Presented at the District of Columbia 
Medical Society Meeting, Nov. 24, 1958, Washington, D.C. 


controlled: an acute behavioral problem 


ZIN 


meprobamate and promazine hydrochloride, Wyeth 


SPECIFIC CONTROL THROUGH DUAL ACTION 


[ Wijeth 


“Trademark 


4 
¢ 
iS 
= 
C) wae 
* 
} 


A MODERN HOSPITAL FOR INTENSIVE PSYCHIATRIC TREATMENT 
Owned and Operated by The Anclote Manor Foundation—A Non-Profit Organization 
SAMUEL G. HIBBS, M.D. — PRESIDENT 
Dynamically Oriented For: Individual Psychotherapy, Group Psycho- 
therapy, Therapeutic Community, All Somatic Therapies * Large Staff 
Trained for Team Approach * Supervised Recreational Program 

Medical Director Consultants in Psychiatry 
Lorant Forizs, M.D. Samuel G. Hibbs, M.D. Arturo Gonzalez, M.D. 
Clinical Director Samuel Warson, M.D. Roger E. Phillips, M.D. 
Walter H. Wellborn, Jr., M.D. Zack Russ, M.D. Melvin Gardner, M.D. 
Director of Training Walter Bailey, M.D. Martha McDonald, M.D. 
Peter J. Spoto, M.D. Robert Steele, M.D. 


TARPON SPRINGS, FLORIDA - VICTOR 2-1811 


Member National Assn. of Private Psychiatric Hospitals, American Hospital Assn., Florida Hospital Assn. 


HIGHLAND HOspPITAL, Inc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational therapy—for nervous and mental disorders. 

The Hospital is located in a 75-acre park, amid the scenic beauties of the 

Smoky Mountain Range of Western North Carolina, affording excep- 

tional opportunity for bog ry and nervous rehabilitation. 
The OUT-PATIENT CLINIC offers diagnostic services and thera- 
peutic treatment for selected cases desiring non-resident care. 


R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 
Medical Director Associate Medical Director 
JOHN D. PATTON, M.D 
Clinical Director 
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THE BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized personal training for a small 
group of girls over five years of age. Carefully chosen staff. 
Special modern teaching techniques and program of therapeutic 
education. Varied handicrafts, cooking, nature study and field 
trips. Outdoor games, picnics and other activities. Comfortable, 
homelike atmosphere. Close cooperation with family physician. 
70 miles from New York City. 


Directors Frances M. King, formerly Director of the Seguin School References 
Catherine Allen Brett, M.A. Telephone Dingmans Ferry 8138 


HALL-BROOKE 


An Active Treatment Hospital, located one hour from New York 


A private hospital devoted to active treatment, analytically-oriented 
psychotherapy, and the various somatic therapies 


HALL-BROOKE, Greens Farms, Box 31, Conn. 
Tel.: Westport CApital 7-1251 


George S. Hughes, M.D. Robert Isenman, M.D. 

Leo H. Berman, M.D. John D. Marshall, Jr., M.D. 
Albert M. Moss, M.D. Edward M. Keelan, M.D. 
Louis J. Micheels, M.D Peter P. Barbara, Ph.D. 


DIAGNOSIS - TRAINING - TREATMENT 
for the Mentally Retarded Child 


SIX COMPREHENSIVE PROGRAMS: 


e Observation and Diagnosis e Custodial Care 


e Education and Training @e Summer Program 


e Residential Supervision e@ Psychiatric Treatment Center 


The Training School at Vineland, New Jersey is a private non-profit residential center 
for the care and treatment of mentally retarded boys and girls two years and older with 
a mental potential of six years. Outstanding professional staff conducts electroencephalo- 
graphic, and neurological examinations; individual psychiatric, physiological, and speech 
studies and therapies. 


Self-help is stressed. The children are given formal classroom instruction and 
encouraged to develop practical habits, attitudes and work skills. The educational pro- 
gram aims at maximum development 


The children enjoy homelike surroundings in attractive cottages on a 1600-acre 
country estate. Facilities include a private hospital, school, lake, swimming pools and a 
working farm. The Training School Research Laboratory is famed for continuous study 
of causes, prevention and treatment of mental retardation. Established 1888. Full infor- 
mation will be furnished on request. Write: Registrar, Box N. 


THE TRAINING SCHOOL AT VINELAND, NEW JERSEY 
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JOSIAH MACY, JR. FOUNDATION 


Two new books 


NEUROPHARMACOLOGY 


Transactions of the Fourth Conference 
Edited by Harold A. Abramson, Biological Laboratory, Cold Spring Harbor, 
and State Hospital, Central Islip, New York 
The effect of respiratory poisons and anoxia on Siamese fighting fish in relation to LSD-25 
reaction, clinical studies with Taraxein, "stop" and “start systems, and some relations between 
chemical structure and physiologic action of mescaline and related compounds, are some of the topics 


discussed in this stimulating volume. 
268 pages, 48 illustrations, i2 tables, index 


THE CENTRAL NERVOUS SYSTEM AND BEHAVIOR 


Transactions of the First Conference 
Edited by Mary A. B. Brazier, Neurophysiological Laboratory, Massachusetts General Hospital 
Published in cooperation with the National Science Foundation, the Transactions of the first in 
an exciting new series of conferences present a profusely illustrated historical review of the nineteenth 
century background of Russian neurophysiologists and Sechenov, continuing with a survey of the 


researches of Danilevsky, Wedensky, Ukhtomsky, Pavlov, and Bechterev, and a summation of post- 
Th 


, Pavlovian developments in conditional refl 


d section of the volume is devoted to studies 


of brain stimulation and conditional reflexes, electroencephalographic studies of conditioned learning, 


and electrical correlates of conditioned learning. 
429 pages, 168 illustrations, | table, bibliography, index 


$5.25 


A complete catalog of transactions in print will be sent upon request. 
JOSIAH MACY, JR. FOUNDATION PUBLICATIONS 
16 WEST 46th STREET, NEW YORK 36, NEW YORK 
Please make checks payable to Josiah Macy, Jr. Foundation. 


For Children with Emotional 
School or Other Problems 


CAMP WATERFORD 


Route 1, Quaker Hill, Connecticut 
Near New London. Phone Glbson 3-9820 


“Where Everybody is Somebody” 


Four generations specializing in academic, 
emotional, overactive, personality, speech, occu- 
pational, and vocational problems. 600 acres— 
all sports, tennis, handball, baseball, etc— 
lakes, islands—modern scientific barn, tractors, 
chickens, incubators, etc. Division for slow 
children, all ages. Cooperation with personal 
psychiatrist, psychologist, physician. 

Rita Saunders, Herbert Schacht, Directors 
Arthur Weider, Ph.D., Consultant, 
Psychological Services 
(See article in March 1959 issue of 
RECREATION magazine by Rita Saunders 
and Herbert Schacht) 


Also WATERFORD COUNTRY 
BOARDING SCHOOL 


for problem children year ‘round. 


Branch: BUCKINGHAM SCHOOL 
for children with above problems 
22 Buckingham Rd., Brooklyn 26, N. Y. 
(Prospect Park) © BU 4-7400 


THE BROWN 
SCHOOLS 
FOR EXCEPTIONAL CHILDREN 


The Brown Schools, in operation since 1940, has 
facilities for the private residential treatment of 
tionally disturbed children and for the educa- 
tion of retarded children of all ages. 
Specialists on our staff in psychiatry, psychology, 
medicine, social work, speech pathology and spe- 
cial education assure a well-rounded approach to 
the problem of the exceptional child. 
Seven different suburban ond ranch units make 
possible the placement of each child in a group 
best suited to his interests, age, ability, develop- 
ment and social adjustment. 
We have recently prepared a comprehensive view 
book for your use in learning more about our 
schools and the services we offer. We invite you 
to write for a copy and also for any particular 
information you desire. 


Please write: 
Mrs. Nova Lee Dearing, Registrar 
P. O. Box 4008 D 


Austin, Texas 
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BALDPATE, INC. 
Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Boston 
For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 


Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 


Harry C. SOLOMON, M.D. GeorGE M. SCHLOMER, M.D. 
Consulting Psychiatrist Medical Director 


THE EMORY JOHN BRADY HOSPITAL 
401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 


MElrose 4-?828 


For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratury and Electroencephalography. 
E. JaMes Brapy, M. D., Medical Director 
C. F. Rice, Superintendent 


Francis A. ODONNELL, M.D RicHarp L. Conpe, M.D. 
Ropert W. Davis, M.D. H. C. Hosss, Ph. D. Clinical Psychology 


BRIGHAM HALL HOSPITAL 


CANANDAIGUA, NEW YORK 
FOUNDED 1855 


Individual psychotherapy, occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 


HOWARD W. BERG, M.D., Medical Director 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 
12,101 COLUMBIA PIKE, SILVER SPRING, MD. 


HEmlock 4-0200 


Nine miles from Washington, D. C. — In rural Maryland 


Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 
Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 


H. E. Andren, M. D. Member of N. A. P. P. H. 


Medical Director Accredited by Joint Commission on Acereditation of Hospitals 
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COMPTON SANITARIUM 
820 WEST COMPTON BOULEVARD 
COMPTON, CALIFORNIA 
and its Psychiatric Day Hospital facility 
BEVERLY DAY CENTER 


9256 Beverly Boulevard 
Beverly Hills, California 


High Standards of Psychiatric Treatment . . . . Serving the Los Angeles Area 


G. CresweELt Burns, M.D. HELEN RisLow BurNs, M.D 
Medical Director Assistant Medical Director 


FAIR OAKS 


Incorporated 


SUMMIT, NEW JERSEY 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY 


20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


OscaAR ROZETT, M. D., THOMAS P. PRouT, JR. 
Medical Director Administrator 


Established FALKIRK HOSPITAL 
CENTRAL VALLEY, N. Y. 


TELEPHONE: HIGHLAND MILLS, NEW YORK, WABASH 8-2256 

A private hospital devoted to the individual care of psychiatric patients 

Falkirk provides a twenty-four hour admission service for acute psychiatric problems. Out- 
patient facilities are available for suitable cases. A continued treatment service is maintained. 

Members of the medical profession are invited to visit the hospital and inspect the available 
services 

Located 2 miles north of the Harriman Exit N. Y. State Thruway 
50 miles from N. Y. C. 


T. W. NEUMANN, JR., M. D., PERCY E. RYBERG, M. D., 
Director Clinical Director 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


M. O. Wo tre, M.D. RALPH S. GREEN, M.D. GRAHAM SHINNICK 
Director of Psychotherapy Clinical Director Manager 


A psychoanalytically oriented hospital for the 
treatment of mental and emotional illnesses. 


Telephone: OLive 1-9441 
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Phone: WINDSOR HOSPITAL Established 


CHestnut 7-7346 A Non Prof Corperation 1898 
CHAGRIN FALLS, OHIO 
A hospital for the treatment of Psychiatric Disorders. Booklet available on request 


Joun H. M. D. G. PauLine WELLs, R. N. Hersert A. SIHLER, JR. 
Medical Director Administrative Director Secretary 


MEMBER: American Hospital Association - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


Accredited: by the Joint Commission on Accreditation of Hospitals 


CHESTNUT LODGE 


DEXTER M. BULLARD, M.D., Medical Director 
MARVIN L. ADLAND, M_.D., Clinical Director 
OTTO A. WILL, JR., M.D., Director of Psychotherapy 
DONALD L. BURNHAM, M_D., Director of Research 


CLINICAL ADMINISTRATORS 


MARTIN COOPERMAN, M.D. 
JOHN L. CAMERON, M.D. ROBERT W. GIBSON, M.D 
JOHN P. FORT, JR., M.D., MICHAEL A. WOODBURY, M.D 


ASSOCIATES 


CHARLES A. BAKER, M.D. CLARENCE G. SCHULZ, M.D 
CLAY F. BARRITT, M.D. HAROLD F. SEARLES, M.D. 
MILTON G. HENDLICH, M.D JOSEPH H. SMITH, M.D. 

JOHN S. KAFKA, M.D. BARBARA S. SOKOLOFF, M.D. 
BERL D. MENDEL, M.D WILHELM P. STIERLIN, M.D. 
CESAR MEZA, M.D. YVONNE VAN der REYDEN, M.D 
PING-NIE PAO, M.D NAOMI K. WENNER, M.D. 


CLINICAL PSYCHOLOGIST 
MARION I. HANDLON, Ph.D. 


INTERNISTS 
CORINNE COOPER, M.D. GEORGE SHARPE, M.D. 


ROCKVILLE MARYLAND 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


AMERICAN JOURNAL OF PSYCHIATRY 19 

1270 AVENUE OF THE AMERICAS, ROOM 1817 Date 
New York 20, New York 

Enclosed herewith is $ ......... for one year’s subscription to the AMERICAN JOURNAL 
OF PSYCHIATRY beginning with Volume ede Number 


NAME 


ADDRESS 
SIGNATURE 


Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra. Canada and South 
America Postage $.50 extra. New Volume began July 1958 issue. 
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Bes ALCOHOLISM 


“ANTABUSE” helps the patient resist his compulsive craving for alcohol. With one dose a day 
he finds he cannot tolerate alcohol without experiencing extreme discomfort. By keeping the 
patient away from alcohol, “ANTABUSE” serves as a valuable adjunct to psychotherapeutic 
measures for the correction of underlying personality disorders. 


“Antabuse,” brand of DISULFIRAM (tetraethylithiuram disul- 
fide), is supplied in 0.5 Gm. tablets (scored), bottles of 50 AYERST LABORATORIES 


and 1,000. Complete information available on request. New York 16, N.Y. - Montreal, Canada 
5906 
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DEVEREUX SERVES 


A FULL EDUCATIONAL PROGRAM, extending from kinder- 
garten through the junior college level, is offered at Devereux 
for emotionally disturbed, as well as slow-learning children. 


Instruction is highly individualized and planned to take 
advantage of the specialized learning techniques which are most 
effective for these children. 


The curricula of the Devereux units include a solid academic 
program for college preparatory work; a vocational and com- 
mercial program; and programs of artisanship or craftsmanship, 
stressing the use of special tools and skills, either as preparation 
for admission to a vocational or trade school or as a means of 
attaining self-confidence and personality development. 


CLINICAL STAFF 


J. Clifford Scott, M.D. Milton Brutten, Ph.D. 
Aurelio Buonanno, M.D. William J. Cohen, Ph.D. 
Charles M. Campbell, Jr., M.D. Dorothy E. Conrad, Ph.D. 
Fred J. Culeman, M.D. Sidney L. Copel, Ed.D. 
Ruth E. Duffy, M.D. Michael B. Dunn, Ph.D. 
William F. Haines, M.D. Shirley M. Jahnson, Ph.D. 
Herbert H. Herskovitz, M.D. John R. Kleiser, Ph.D. 
Robert L. Hunt, M.D. Murray Levine, Ph.D. 
Richard H. Lambert, M.D. Henry Platt, Ph.D. 
Leonardo Magran, M.D. Edgar A. Smith, Ed.D. 
Joseph J. Peters, M.D. George Spivack, Ph.D. 
Jacob S. Sherson, M.D. Anne Howe, M.S. 

Albert S. Terzian, M.D. Kenneth E. Evans, B.S. 
Walter M. Uhler, M.D. G. Henry Katz, M.D. 
Lance Wright, M.D. Psychoanalytic Consultant 


SCHOOLS 


THE DEVEREUX FOUNDATION COMMUNITIES 
A nonprofit organization Founded 1912 CAMPS 

Santa Barbara, California Devon, Pennsylvania TRAINING 
RESEARCH 


HELENA T. DEVEREUX Professional inquiries should be 

Administrative Consultant addressed to John M. Barclay, Direc- 

tor of Development, or Charles J. 

EDWARD L. FRENCH, PA.D. Fowler, Registrar, Devereux Schools, 

: ents address Keith A. Seaton, Regis- 

WILLIAM B, LOEB trar, Devereux Schools in California, 
Treasurer Santa Barbara, California. 


i 

x 

“ 

> 


